THE AMERICAN 
JOURNAL 


VOLUME 114 
NUMBER Ie 
JUNE 1958 


Official Journal of 
THE AMERICAN 
PSYCHIATRIC 
ASSOCIATION 


| 
: 
4 
4 
4 
| 
: 
\ ; 3 
q 
4 
| 
= 
4 
: 
4 
3 
4 
| 
Pa 
2 
i 
| 
| 
lie 
i 
‘ 
4 
4 
| 
~ 


Clinical excerpts Use of meprobamate 
in chronic 
psychiatric 
patients 


“SYMPTOMATIC IMPROVEMENT 
(hospitalized patients—all types) 


brought symptomatic by disease by symptom 

relief to 105 of 145 
psychiatric patients DIAGNOSIS 


“representative 


of the entire SCHIZOPHRENIA 
” PARANOID SLEEP 
hospital population, NON-PARANOID DISTURBANCES | 36 


70 of 
f whom DEPRESSION ani 
obtained pronounced PSYCHOTICt 


to moderate relief. NEUROTIC TENSION 


1.Graffagnino. P. N., Friel, P. B ANXIETY STATE 
and Zeller, W. W.: Emotional CHARACTER DISORDERS AGITATION 


disorders treated with OTHERS OTHERS 


meprobamate and promazine. 
Connecticut M. J. 21:1047, 
Dec. 1957. TOTALS TOTAL 


NO. OF | NO. NO. 
PATIENTS SYMPTOM IMPROVED 


* 4  salleviates anxiety in chronic psychiatric 
OW patients « facilitates psychotherapeutic 

rapport « improves disturbed ward be- 

the original meprobamate havior suitable for prolonged therapy 


7 discovered and _ «no liver or renal toxicity reported « free 
introduced autonomic effects. 
by 


67, WALLACE LABORATORIES 


2, 
‘it 
serves 
3 
+ 
4 31 
11 
og Fs, mainly in symptoms of and insomnia. 
| 
cm 6968 
: 


THE AMERICAN 
JOURNAL OF PSYCHIATRY 


VOLUME 114 JUNE. 1958 No. 12 


EDITOR 


CLARENCE B. Farrar, M. D., 216 St. Clair Avenue, West, Toronto 5, Ont. 


BUSINESS MANAGER 


Austin M. Davies, Pu. B., 1270 Avenue of The Americas, 
New York 20, New York 


ASSOCIATE EDITORS 
Wittiam Rusu Dunton, Jr., M.D. Kart M. Bowman, M.D. 
FRANKLIN G. Epaucu, M.D. Watcter L. Treapway, M.D. 


STANLEY Coss, M.D. Jonn C. Wuitenorn, M.D. 


S. SpaFrorp AcKERLY, Pau. H. Hocn, M.D. 
Leo KANNER, M. D. Titus H. Harris, M.D. 


LaureN H. Situ, M.D. Francis J. Gerty, M.D 


EDITORIAL ASSISTANTS 


ANNE F. Carnwath, B.A. Sytvia L. LAmBenrt, B. A. 


FORMER EDITORS, 1844-1931 
AmariAnt BriguaM, M.D., Founder, 1844-1849 
T. Romeyn Beck, M.D. P. Gray, M.D. G. Atper Biume_r, M.D. 
RicHarp Dewey, M.D. Henry M. Hurp, M.D. Epwarp N. Brusn, M.D. 


Published by 
THE AMERICAN PSYCHIATRIC ASSOCIATION 


1601 Epison Hicnway, BALTIMORE 13, Mb. 


48 


AMERICAN JOURNAL OF PSYCHIATRY 
INFORMATION FOR CONTRIBUTORS 


Manuscripts—-The original manuscripts of papers read at the annual meetings of the Associa- 
tion should be deposited with the Secretary during the meetings, or sent to the New York 
office promptly afterward. Do not deposit carbon copies. 


Papers read at the annual meetings become the property of the Association. Not all papers 
read, however, can be published in the JourNAL, and authors wishing to publish in other 
vehicles will first secure from the Editor the release of their manuscripts. 


Papers will not be accepted for the annual program if they have been previously read at 
other meetings or if they have been already published. 


Papers contributed during the year (not on the annual program) should be sent to the 
Editor, Dr. Clarence B. Farrar, 216 St. Clair Avenue West, Toronto 5, Ontario, Canada. 


Style—Manuscripts should be typewritten, double spaced, on one side of paper. They must 
be prepared in conformity with the general style of The American Journal of Psychiatry. 
Retain a carbon copy of manuscript and duplicates of tables, figures, etc., for use should 
the originals be lost in the mails. 


Multiple Authorship—The number of names listed as authors should be kept to a minimum, 
others collaborating being shown in a footnote. 


IMustrations—Authors will be asked to meet printer's costs of reproducing illustrative material. 

Copy for illustrations cannot be accepted unless properly prepared for reproductions. Wher- 
ever possible, drawings and charts should be made with India ink for photographic reproduc- 
tion as zine etchings. Photographs for halftone reproduction should be glossy prints. Illus- 
trations should be as small as possible without sacrificing important detail. Redrawing or 
preparing illustrations to make them suitable for photographic reproduction will be charged 
to author. 


Authors’ Corrections in Proofs—Corrections, additions or deletions made by authors are to be 
charged to them. These alterations are charged on a time basis at the rate of $3.00 per hour. 
Proper editing of original manuscript is important to avoid the expense of correction. 


Tables—Tables should be typed on separate sheets. Tables are much more expensive to set 
than text material and should be used only where necessary to clarify important points. 
Authors will be asked to defray cost of excessive tabular material. 


References—References should be assembled according to author in a terminal bibliography, 
referred to in text by numbers in parentheses. Bibliographical material should be typed in 
accordance with the following style for journals and books respectively : 


1. Vander Veer, A. H., and Reese, H. H.: Am. J. Psychiat., 95: 271, Sept. 1938. 
2. Hess, W. R.: Diencephalon. New York: Grune & Stratton, 1954. 


Abbreviations should conform to the style used in the Quarterly Cumulative Index Medicus. 


The American Journal of Psychiatry, formerly The American Journal of Insanity, the j 
official organ of The American Psychiatric Association, was founded in 1844. It is published 
monthly, the volumes beginning with the July number. 
The subscription rates are $12.00 to the volume: Canadian subscriptions, $12.50; foreign 
subscriptions, $13.00, including postage. Rates to medical students, junior and senior internes, 
residents in training during their first, second, or third training year, and also to graduate students 
in psychology, psychiatric social work, and psychiatric nursing, $5.00 (Canada $5.50). Single 
issues, $1.25. 


Copyright 1958 by The American Psychiatric Association 
Office of Publication, 1601 Edison Highway, Baltimore 13, Md. 


Editorial communications, books for review, and exchanges should be addressed to the Editor, 
Dr. Clarence B. Farrar, 216 St. Clair Avenue West, Toronto 5, Ontario, Canada. 

3usiness communications, remittances and subscriptions should be addressed to The American 
Psychiatric Association, 1601 Edison Highway, Baltimore 13, Md., or to 1270 Avenue of the 
Americas, New York 20, N. Y. 

Entered as second class matter July 31, 1911, at the post office at Baltimore, Maryland, 
under the Act of March 3, 1879. Acceptance for mailing at special rate of postage provided for 
in Section 1103, Act of October 3, 1917. Authorized on July 3, 1918. 


i 
~ 
4 
i 
¥3 


JUNE CONTENTS 1958 


Srupies tN Uxcerative Couitis. George J. Mohr, Irene M. Josselyn, Jeanne Spurlock, and 


A CONTROLLED Stupy OF THE SHORT-TERM DirFERENTIAL TREATMENT OF SCHIZOPHRENIA. 
Werner Simon, Robert D. Wirt, Anne L. Wirt, Alden lV’. Halloran, Robert G. Hinck- 


Fottow-Up Resucts Psycuiatric ILLNEss. 


ley, J. Benjamin Lund, and G. Wendell Hopkins. 1077 
On Some PRiNciPpLes OF THERAPY. Sydney G. Margolin... .. 1087 


PATIENT “PRiviLeces” IN MENTAL Hospitats. 


CuinicaL Notes: 
Iproniazid Phosphate in the Treatment of the Chronic Hospitalized Schizophrenic. 


A Comparison of Rhythmic and Non-Rhythmic Music in Chronic Schizophrenia. aren 

Use of Chlorpromazine Combined with Proclorperazine. Joseph Barsa.............. 1112 
Orphenadrine in the Treatment of Depression: A Preliminary Study. Jonas B. Robitscher 

Experiences with Marsilid with Report of One Death. Erwin R. Smarr, Herman Wolf, 

The Use of Oral Hypoglycemic Agents in the Treatment of Schizophrenia. Carl Gould- 

man, Harry Henderson, Dorothy Christian, and Jackson A. Smith......0..000 0000065 1116 
Management of Severe Chronic Psychotics with Sustained Release Chlorpromazine. 


Trilafon Treatment in Psychotics. /. /. Weiss, J. H. Rubinger, M. Sorin, and N. Rysen. 1118 


Case Reports: 
Treatment of a Case of Psychotic Depression Complicated by Aortic Homograph Re- 


Historica Notes: 


CoMMENT: 


News Notes: 

Schizophrenia as a Public Health Problem, 1125. Smith, Kline & French Foundation 
Awards, 1125. The Public Health Nurse, 1125. Expanded Research Program in 
Neurophysiology, Stanford Medical School, 1126. National Council on Family Rela- 
tions, 1126. Dr. Bloomberg Appointed Commissioner of Mental Health, Connecticut, 
1126. Research Fellowships, Univ. of Pa. School of Medicine, 1126. Brooklyn Psy- 
chiatric Society, 1126. Army Social Work, 1126. N. J. Neuro-Psychiatric Institute, 
1126. Residency Traineeships in Psychiatry, Pennsylvania, 1127. Congress of Psychia- 
trists and Neurologists of French Speaking Countries, 1127. American Board of Psy- 
chiatry and Neurology, Inc., 1127. Report on Consultant Mental Health Services, 
New York, 1127. Eastern Psychiatric Research Association, 1127. American Neuro- 
logical Association, 1127. Dr. Eugene S. Turrell Appointed Medical Director of 
Milwaukee Sanitarium, 1127. Correction, 1127. 


Book Reviews: 


The Three Faces of Eve. Corbett H. Thigpen and Hervey M. Cleckley.............. 1128 ‘a 
Culture and Experience. 4. Irving 1128 
Basic Readings on the MMPI in Psychology and Medicine. Edited by George Schlager ; 

Individual Traits and Morbidity in a Swedish Rural Population. rik Essen-Moller.. 1130 ‘A 
Personnel Management: Principles and Practice. C. 1131 
The Practice of Psychiatry in General Hospitals. 4. E. Bennett, F. A. Hargrove, and i 


ANNUAL INDEX: 


a 
1057 
| 
H. Tuma and 1104 
= 
re 
ie 
| | 32 
4 
au 


THE AMERICAN PSYCHIATRIC ASSOCIATION 
OFFICERS 1957-1958 


President-Elect: Francis J. Gerty 
Treasurer: Jack R. Ewatt 


President: Harry C. 
Secretary: WiLL1IAM MALAMUD 


COUNCILLORS 


For 1 year 


For 3 years 
Francis J. BRACELAND 
Appison DuvAL 
C. H. Harvin Brancu 
Jacques, GOTTLIEB 


Harry C. SoLomon 
Francis J. Gerty 
Wittiam MALAMuD 


For 2 years 
R. Fintey Gayte, Jr. 
NorMAN Q. Brite 
Donato G. McKERRACHER 
Howarp P. Rome 


EXECUTIVE COMMITTEE 

Jack R. Ewart 
Francis J. BRACELAND 
Howarp P. Rome 


Herpert S. GASKILL 
Harvey J. TOMPKINS 
S. BERNARD WortTIs 
ArTHUR P. Noyes 


ASSEMBLY OF DISTRICT BRANCHES 


Davin C. WILson 
(Speaker ) 


Watrter H. Openaur 
(Deputy Speaker) 


MEDICAL DIRECTOR 


JoHn R. SAUNDERS 
(Recorder ) 


Bian, 1785 Massachusetts Ave., N. W., Washington 6, D. C. 


EXECUTIVE ASSISTANT 


Austin M. Davies, 1270 Avenue of the Americas, New York 20, N. Y. 


CHAIRMEN OF COMMITTEES 


ANNUAL COMMITTEES 


Arrangments 
ALFRED AUERBACK 


Nominating 
Henry W. Brosin 


STANDING COMMITTEES 
(Internal Activities of the 
Association) 

Budget 

Ropert H. Fevix 
Constitution and By-Laws 

Henry A. Davipson 
Ethics 

S. SparFrorp ACKERLY 
Membership 

Joun J. MADDEN 


Program 
Kart M. BowMAan 


HOUSE COMMITTEE 
Apptson M. DuvaL 
STANDING COMMITTEES 

(Technical Aspects) 
Frank J. CurRAN 
Coordinating Chairman 
Aging 
Ewavtp W. Busse 
Child Psychiatry 
J. RoBinson 
History of Psychiatry 
J. SansBourne Bockoven 


Medical Education 

Grorce C. HAM 
Medical Rehabilitation 

BENJAMIN SIMON 
Mental Deficiency 

H. WALKER 
Public Health 

Joun J. Blasko 
Research 

Rosert A. CLEGHORN 
Therapy 

H. Hocu 


STANDING COMMITTEES 
(Professional Standards) 
WILFRED BLOOMBERG 
Coordinating Chairman 
Relations with Psychology 
E. Huston 
Legal Aspects of Psychiatry 
Louis P. GENDREAU 
Nomenclature and Statistics 
Moses FROHLICH 
Standards and Policies of 
Hospitals and Clinics 
Harvey J. TOMPKINS 
Psychiatric Nursing 
GRANVILLE L. JONES 
Psychiatric Social Work 
Maurice FRIEND 
Private Practice 
Joun M. Corton 


Liaison with the American 
Hospital Association 
RAYMOND W. WAGGONER 
STANDING COMMITTEES 
(Community Aspects ) 
Pau. V. LemKau 
Coordinating Chairman 

Academic Education 

Bryant M. WEDGE 
Industrial Psychiatry 

T. 
International Relations 

Iaco GALDSTON 
Co-operation with Leisure Time 

Agencics 

ALEXANDER REID MARTIN 
National Defense 

BENJAMIN H. BALSER 
Preventive Psychiatry 

Lioyp J. THOMPSON 
Disaster and Civil Defense 

Cavin S. DRAYER 
Public Information 

Henry P. LAuGHLIN 
Veterans 

Davip F. FLicKer 


SPECIAL COMMITTEE 
Certification of Mental Hospital 
Administrators 
WINFRED OVERHOLSER 


ia 
* 
2 
4 
4 
4 


\\ 


NEW DEFEAT THE 
MIGRAINE PARADOX 
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- relieves headache 
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*The paradox of migraine — increased nausea due to ergotamine ad- 
ministration — may now be successfully combated with ‘Migral’. The 
recognized benefits of ergotamine and caffeine in ‘Migral’ are favor- 
ably enhanced by the addition of cyclizine hydrochloride, a specific to 
overcome nausea. 


Dosage: 2 to 3 tablets at first warning of an attack, then 1 or 2 tablets every half 
hour; not more than 6 tablets should be taken for any single attack. 


Supplied: ‘Migral’ tablets, containing ergotamine tartrate 1 mg., ‘Marezine’® brand 
Cyclizine Hydrochloride 25 mg., and caffeine 50 mg. 


Bra BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York P- 
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meprobamate 
prolonged 
release 


capsules 
Evenly —— relaxation of mind and muscle’round the clock 


Mepro: 


MEPROBAMATE IN PROLONGED RELEASE CAPSULES 


= maintains constant level of relaxation 
= minimizes the possibility of side effects 
= simplifies patient’s dosage schedule 


Dosage: Two Meprospan capsules q. 12 h. 
Supplied: Bottles of 30 capsules. 

Each capsule contains : 

Meprobamate (Wallace) ................... 200 mg. 
dicarbamate 


Literature and samples on request. 


() WALLACE LABORATORIES, New Brunswick, N. J. 


TRADE -MARK CME-€598-48 
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is the expression of Numerous, psychiatric states. 
ME hewtl ty chemotherapeutic agents is one of the first steps 
taken by psychiatrists i; an attempt to define and correct the 
underlying disturbano:. The following pages are a report on sde 
uses of such an agent in various psychiatric problems. 


DRUG ADDICTION. Response to SPARINE: 
Rapid control (in 24 hours) of agitation, nausea, 
vomiting, muscle and joint pains, abdominal 
cramps, and general malaise—withdrawal symp- 
toms of drug addiction. 


AGITATION IMPEDING PSYCHOTHERAPY. 
When first seen, this patient was markedly agitated 
and destructively aggressive. Her excitation was a 
barrier to psychotherapy. Response to SPARINE: 
The hyperactivity gave way quickly to emotional 
calm, and rapport became established. 


DELIRIUM TREMENS. This patient has a long history of alcoholism. When police brought her in, 


she was suffering from the postalcoholic syndrome. Response to SPARINE: The overactivity, acute 
hallucinosis, tremulousness, and nausea were controlled overnight. Upon discharge, the patient re- 
ported an easier recovery than ever before. 
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SENILE AGITATION. This is a nursing-home patient with 
cerebral arteriosclerosis. Like many such patients, she was hostile, 
assaultive, acutely restless, and untidy. Response to SPARINE: 
She quickly became calm, relaxed, and improved in interpersonal 
relationships. She has resumed a normal interest in personal 
hygiene and appearance. 


MANIC PSYCHOSIS. On admission to the psychiatric hos- 
pital, this patient was “high,” combative, and hallucinating. Re- 
sponse to SPARINE: The violent psychomotor activity was promptly 
subdued; the belligerence was eliminated; and the hallucinations 
were less disturbing. The patient then became accessible. 


BEHAVIOR DISORDERS OF YOUTH. The boy in the fore- 
ground was committed as a behavior problem, with police and 
school records of sustained incorrigibility. Response to SPARINE: 
Agitation and belligerence controlled, behavior improved. He is 
responding now to psychotherapy and rehabilitation. 
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citation impairing 

an effective ‘adjunct in the psychiatric precedures 

"associated With varicty of mental and emotional states— 

to abolish Hgitation, to facilitate patient contact, to rnanage 

irrational - resistant patients, ‘. foster detachment from 
__ overwhelm ing stress. 


 SpaRine gives prompt control be intravenous injection and effective 
Maintenance Oy the intramuscular or eral rouic. is well-tolerated 
by all thase methods of administration. 


4+ydrochioride, 
Wyeth 


TABLETS 
SYRUP 


Meprobamate, Wyeth 
PHENERGAN® HCI 
Promethazine Wyeth 


ARINE HCI 


Promazing HCl, Wyeth 


A Wyeth normo- 
tropic drug for 


“nearly every potient 


wader stress 
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faster 
recovery 
from severe 
depression 
with 


psychotherapy and LD eprol*' 


average 
recovery time 
8 weeks’ 


Acts Differently Deprol controlsdepression 
without stimulationsrelieves melancholia with- 
out whipping up an emotionally tired patient. 


Treats Psychic and Somatic Symptoms 
= Deprol restores natural sleep without depres- 
sion-producing aftereffects = relieves such 
physical manifestations of depression as head- 
ache, cardiovascular and gastrointestinal 
complaints. 


Exceptionally Safes no known liver toxicity; 
no effect on blood pressure, appetite, sexual 
function # side effects are minimal and easily 
controlled by dosage adjustment. 

Rapid Onset of Action « Simple Dosage Schedule 


Composition: Each tablet contains 
400 mg. meprobamate and 1 mg. 
2-diethylaminoethy! benzilate hydro- 
chloride (benactyzine HCI). 
Dosage: The usual starting dose is 
one tablet q.i.d. When necessary, this 
dose may be increased gradually up 
to a dose of three tablets q.i.d. 


Literature and samples on request. 


WALLACE LABORATORIES, new Brunswi N.J. 


*Alexander, L.: Chemotherapy of depression—Use of meprobamate com- 
bined with benactyzine (2-diethylaminoethyl! benzilate) hydrochloride. 
J.A.M.A, 166 1019, March 1, 1958. co-csse 
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Weight loss could improve her mental outlook 


You will find ‘Dexedrine’ Spansule sustained release capsules 


facilitate weight reduction by providing daylong control of appetite. 


Improvement in mental outlook almost always follows. 


For example, Settel' reports: 

“Fifteen of 16 patients (94 per cent) reported excellent appetite 
control. ... The resulting improvement in appearance and figure 
[following weight reduction] bolstered morale and raised the 
level of interpersonal relations.” 


Dexedrine* Spansulet capsules are available in three strengths: 
5 mg., 10 mg. and 15 mg. 


Smith Kline & French Laboratories, Philadelphia 
1. Internat. Rec. Med. /70:505 (Sept.) 1957 


*T.M. Reg. U.S. Pat. Off. for dextro-amphetamine sulfate, $.K.F. 
+T.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 
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HELP PSYCHIATRIC PATIENTS TALK 


“,..it has been found most valuable in helping the 


patient to express himself during psychotherapeutic 


interviews.” 


5, 
NEWPARENTERAL lia n 


DOSAGE: 10 to 20 mg. intramuscularly, 
10 to 15 minutes before interview hydrochloride 
(methylphenidate hydrochloride CIBA) 
SUPPLIED: Multiple-dose Vials, 10 mi., 
each vial containing 100 mg. Ritalin hydro- 


chloride in lyophilized form, accompanied 
by a 10-ml. vial of sterile solvent. 


ALSO AVAILABLE: Oral Ritalin in tablets 
of 5, 10 and 20 mg. 


“Waggoner, R. W.: Personal communication. 


CIBA 


SUMMIT, N. J. 


te New Parenteral Ritalin helps patients to verbalize and 
4 
: @ makes them more cooperative. Onset 

ol of action is rapid. The mental alertness of patients is 

sharpened in as little as five minutes. 
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to control tranquilizer-induced 
Parkinson-like side effects 


COGENTIN 


‘COGENTIN’ is effective in providing relief for many patients who develop 
tremor, restlessness, feelings of tension and other Parkinson-like symptoms 
during tranquilizer treatment of mental disorders. 


DOSAGE AND ADMINISTRATION: Recommended dosage is one-half to one tablet two or 
three times a day. If higher doses are required, the patient should be closely 
observed and dosage adjusted as indicated. When ‘COGENTIN’ is used to offset the 
distressing Parkinson-like side effects caused by tranquilizing drugs, adequate 
therapy with these drugs may usually be continued. Rarely, a decrease in dos- 
age may be necessary. 


supPLicd: As 2 mg. quarterscored tablets in bottles of 100 and 1000. 


MERCK SHARP & DOHME 


COGENTIN is a trade-mark of Merck & Co., Inc. DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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Compazine 


is often effective 


where other tranquilizers fail 


‘Compazine’ has demonstrated the following advantages: 


eit acts rapidly 


eit is effective in low doses 


eit has extremely low toxicity and is remarkably safe 


even in long-term therapy 


eit causes little or no hypotension 


eit is remarkably free from drowsiness and depressing effect— 


patients are alert, active and communicate freely 


«pain at the site of injection is minimal and 
rarely interferes with repeated administration 


«side effects are minimal (the only side effect seen 
with any frequency is a transient extrapyramidal syndrome, 
and this has been found to respond readily to reduction 
of dosage or treatment with anti-Parkinsonian drugs) 


Available: Tablets, Ampuls, Multiple dose vials, Spansulet 
sustained release capsules, Syrup and Suppositories. 


Smith Kline & French Laboratories, Philadelphia 1 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F. 
tT.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 
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THE AMERICAN JOURNAL OF PSYCHIATRY 


INTRODUCTION 


Evaluation of the natural courses of the 
various psychiatric illnesses rests on the 
cornerstone of accurate follow-up data. Par- 
ticularly at the present, when therapeutic 
efforts of many types are being tried, does 
one need data to serve as a bench mark 
against which to check therapeutic results. 
One wishes that there were available in the 
psychiatric literature investigations wherein 
a matched group of controls had been 
handled in similar fashion to a treated group, 
the variable under assessment being some 
type of therapeutic procedure. Short of this, 
the “second best’ approach appears to be 
that of taking a consecutive group of pa- 
tients who came to psychiatric attention dur- 
ing years when a certain treatment was not 
used and to let the follow-up on these pa- 
tients serve as a guide against which to 
check a subsequent and presumably similar 
group who received this therapy. The pres- 
ent study takes such a direction by asking 
the question, “What does the follow-up show 
on a group of hospitalized patients who did 
not receive shock therapy and the newer 
drugs ?” 


LITERATURE 


A review of the literature of prognosis 
in psychiatric illness is a lesson in humility, 
for it is difficult to obtain a clear picture 
either of spontaneous remission rates or how 
the rates differ from the spontaneous when 
some treatment is used. One is reluctantly 
forced to admit that we simply do not pos- 
sess the factual knowledge as of 1957 which 
permits us to say that we have any treatment 
procedure in psychiatry which promises a 
better outlook for a particular illness than 
does nature left to her own devices. To say 
otherwise is to express a hope, but it does 
not appear to express fact. The obvious ex- 


1 Read at the 113th annual meeting of The Ameri- 
can Psychiatric Association, Chicago, IIl., May 13- 
17, 1957. 

2 Address: Univ. of Minn., Minneapolis 14, 
Minn. 


FOLLOW-UP RESULTS IN PSYCHIATRIC ILLNESS ' 
DONALD W. HASTINGS, M. D.? 


ceptions are those organic diseases of the 
brain for which exist a more or less specific 
therapy (for example, antibiotics in central 
nervous system syphilis). Speaking to the 
same point, Appel, et al.(1) said, 

A review of the literature gives one the impres- 
sion that there is no room for dogmatism with re- 
gard to methods of therapy, factors making for 


the maintenance of remission, and essential ele- 
ments in the process of therapy. 


This article is a review of the literature to 
1953 and contains a very good bibliography. 

There must be many reasons for the lack 
of prognostic data; from a practical stand- 
point it is difficult to trace people years out 
of a hospital, and it is expensive and time- 
consuming to visit any sizable number that 
one does trace. There are other inherent dif- 
ficulties: that diagnoses may vary widely, 
doctor to doctor, clinic to clinic, hospital to 
hospital, is generally acknowledged. Condi- 
tion at time of discharge or at time of fol- 
low-up may be viewed in different ways; for 
example, the exce!lent paper on prognosis in 
schizophrenia by Ebaugh and Romano(16) 
takes the approach of judging follow-up 
status in terms of the clinical examination, 
i.e., existence of insight, presence of symp- 
toms, etc. The present study takes quite a 
different set of criteria, i.e., those relating 
to social adaptability, and hence the two 
studies are not comparable. Some works 
are based entirely on letters or question- 
naires, others on interview of the patient, 
still others on both kinds of data. Several 
authors judge remission to have occurred if 
the patient, at the time of follow-up, had not 
returned to the particular hospital of his 
previous admission. 

Several studies do not attempt a break- 
down by diagnosis but report results for an 
entire patient group admitted to a mental 
hospital. One of the most fascinating of 
such reports is that of Bond and Braceland 
(3) who give the discharge (not follow-up) 
condition of 23,146 mentally ill patients ad- 
mitted to the Pennsylvania Hospital between 
1751 and 1928. About one-third (7,755) 
were discharged as recovered and 6,573 as 
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improved! In 1925, Bond(2) reported 1,024 
hospitalized patients followed for 5 to 10 
years by questionnaire and letter. Twenty- 
six and seven tenths per cent remained well, 
14.5% showed improvement, 32.3% were 
dead, and 25.5% were stationary or worse. 
Fuller(6) in 1935, utilizing “metheds of so- 
cial case work” to gauge the success the pa- 
tient had in adjusting to the conditions of 
family and community life, had 947 patients 
discharged 10 years before from a state 
hospital followed by home visits from field 
workers. The outcomes were as follows: 


In community after 10 years.. 54.5% 
In mental hospital after 10 


Dead within 10 years......... 23.4 


Schizophrenia.—This category has re- 
ceived, understandably, the greatest attention 
in the prognostic literature. Appel, et al.(1) 
find that 5 years after treatment (of schizo- 
phrenia) the average percentage of patients 
recovered or much improved was the same, 
27%, whether insulin shock therapy or “non- 
specific” therapy had been used. This is a 
provocative finding in view of the difficulties 
in giving insulin shock therapy and the 
dangers it presents. Romano and Ebaugh 
(16) followed 600 patients consecutively 
admitted to the Colorado Psychopathic 
Hospital between 1933 and 1936 and diag- 
nosed as schizophrenia, paranoid condition, 
and paranoia. Study was by personal re- 
examination and the criteria were clinical, 
i.e., insight, symptoms, etc. The follow-up 
period covered 1 to 4 years. Of the 600, 345 
(57.5%) were examined; 0.29% were in 
remission, 7.25% showed marked improve- 
ment, 15.65% were improved, 55.65% were 
unimproved, and 21.16% were worse. Using 
the clinical criteria they did, the follow-up 
gave much more pessimistic results than 
using the criterion of social adjustment. 

Bond and Braceland(3) in 1937 reported 
on 116 cases of dementia praecox ; 12% re- 
covered, 23% improved, and the remainder 
were unchanged or dead. Freyhan(5) com- 
pared 100 schizophrenics admitted to a men- 
tal hospital in 1920 with a similar group 
admitted in 1940. The follow-up period was 
13 years. The former group had no shock 


therapy, the latter did. He found that if the 
patients who died are excluded, 40-45% of 
both groups became chronic; this is the 
same number found to have become chronic 
by Bleuler at the beginning of the century. 
The malignant pattern of chronicity could 
not be predicted reliably on grounds of onset 
or personality nor averted by therapeutic 
means. Guttman, et al.(7) followed a group 
of 188 schizophrenics admitted to Maudsley 
Hospital in 1934 and 1935 for 4 and 5 years 
and found that approximately 50% were 
invalids either at home or in the hospital. 
About one-third had made a total or social 
recovery. This group was not treated by 
any form of shock therapy. Hunt, et al.(10) 
considered 641 cases of dementia praecox 34 
to 104 years after their first admission to 
Rochester (NY) State Hospital. These were 
“untreated” cases and were followed either 
by letter or a visit from a social worker. 
Of the 641 patients, 225 (35.1%) were 
termed improved or much improved at the 
time of discharge from the hospital. This 
was the group that was followed: 49.4% re- 
mained well, 12.4% had temporary relapses, 
21.8% had permanent relapses, and 16.4% 
could not be traced. Corrected for the total, 
approximately 17% of the 661 patients were 
found to be recovered at time of follow-up. 
Danziger(4) presents a group of findings 
based on data from the U. S. Bureau of the 
Census. The prognosis for state hospital 
patients was calculated for 1933 which was 
prior to any shock therapy. In dementia 
praecox, “the odds against recovery are 
seen to be, on admission, 10,000 to 545 ; after 
20 years, they are 10,000 to 15.” 

In general the follow-up literature of 
schizophrenia varies between the poor out- 
comes of Danziger and Romano and Ebaugh 
to studies showing somewhat more optimism. 
However, if Appel’s 5 year follow-up figure 
of 27% remission is taken to represent an 
approximate average, the future for most 
persons obtaining a schizophrenic diagnosis 
is dark indeed. 

Manic-Depressive Reaction—The num- 
ber of studies dealing with the prognosis of 
this disease are few. A recurring type of 
illness presents serious problems as to how 
to evaluate the follow-up, but whatever the 
criteria used, the prognosis for this disease 
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is not good. Bond and Braceland(3) report 
on 171 cases followed for 5 years; 50% 
were listed as much improved with the re- 
mainder improved, unchanged, or dead ; 6% 
were suicides. Fuller(6) in the article previ- 
ously mentioned followed 327 manic depres- 
sives ; 56% were in the community Io years 
after hospitalization; 22% of the group 
were dead and the remainder in hospitals. 
Danziger(4), using the U. S. Bureau of the 
Census data finds that the odds against re- 
covery in the hospital, on admission, are 
10,000 to 3,729. After 20 years the odds are 
10,000 to 99. Landolt(12) followed 60 
young patients (average age 18) in whom 
the initial hospital diagnosis was manic-de- 
pressive psychosis, circular type. Cases were 
followed 5 to 25 years. Only 10% had had 
no recurrence since the initial hospital ad- 
mission, and he makes the point that diffi- 
culties of an affective nature occurring in 
adolescence have a poor prognosis. Nine of 
the group subsequently received a schizo- 
phrenic diagnosis. 

Involutional Melancholia—Bond and 
Braceland(3) report on 47 patients and give 
a spontaneous recovery rate of 27% over 
a 5 year period. There is one interesting 
statement in this article that calls up an al- 
most forgotten period, “It should be kept in 
mind that our figures in this group (involu- 
tional melancholia) encompass a time which 
antedated the present vigorous treatment 
with endocrine products.” Danziger’s census 
figures give the odds against recovery in the 
hospital, on admission, as 10,000 to 2,090. 
In 20 years the odds are 10,000 to 20. The 
text by Strecker and Ebaugh(18) gives a 
recovery rate ranging from 23-40%. Noyes 
(14) states that, “about 40% of cases of in- 
volutional melancholia recover. Convales- 
cence however is slow and those who recover 
frequently are ill for two or three years.” 

Psychoneurotic Reactions —Most of the 
statistics available on the prognosis of the 
neuroses relate to outcome on patients who 
have been admitted to a mental hospital 
which also receives psychotic patients. Hence 
one guesses that these statistics encompass 
the “sicker” neurotics and that the outcomes 
of non-hospitalized cases might be more 
favorable. Some authors, like Bond and 
Braceland(3), question the diagnosis of a 


neurosis when such a patient is admitted to 
a hospital which is known in the community 
to receive psychotic patients. They report 
37 patients for a recovery rate of 57%. 
Holt(8) reported a follow-up on 199 pa- 
tients admitted to the psychiatric section of 
a university hospital where they received a 
diagnosis of psychoneurosis, mixed type. 
She interviewed the patients personally 6-12 
years after discharge; 54% were either well 
or almost so. Masserman and Carmichael 
(13) studied 100 neurotics one year after 
they were admitted to the University of Chi- 
cago Clinics. About 60% of the patients 
treated for neuroses showed definite im- 
provement, and two-thirds of this 60% made 
a stable social adjustment. Danziger’s(4) 
census figures for neuroses show the odds 
against recovery in the hospital, on admis- 
sion, to be 10,000 to 2,840. After 20 years 
the odds are 10,000 to 40. Pollitt(15) finds 
that, of 45 patients having obsessional states 
and followed 4 or more years, 64% had be- 
come either free of symptoms or socially 
adapted. 


GENERAL DATA 


Since today the majority of hospitalized 
patients tend to receive some variety of 
shock therapy or one or more of the newer 
drugs or, in some centers, intensive psycho- 
therapy, the question of how many people, 
formerly ill, made some degree of social re- 
covery without having been exposed to these 
therapies becomes an inmportant problem. 
For only if the “spontaneous” rates of re- 
mission are known, can it be stated with 
finality that a new “treatment” does or does 
not help sick people. The purpose, then, of 
the present study was to determine the out- 
comes of a relatively large patient group, 
none of whom had “modern” treatment, 
some years after admission to the University 
of Minnesota Hospitals. 

A brief statement is needed to explain the 
term ‘‘modern” treatment as used in this 
context. In a prognostic study of the schizo- 
phrenic population of this group of patients, 
Schofield(17) stated the circumstances of 
the therapeutic setting which apply to the 
total patient group, 


A word should be said concerning the nature 
of the treatment received by the (schizophrenic) 
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patients. They were hospitalized for an average of 
40 days (M=39.9; a=30.1) on a small locked 
ward (35 beds). The psychiatric service was pri- 
marily a diagnostic and teaching unit with a small 
eclectically oriented staff. In the assignment of for- 
mal diagnoses the official nosological system of 
The American Psychiatric Association was ap- 
plied. The usual medical facilities of a psychiatric 
hospital were available and were used as indicated 
(e.g., sedatives, hydrotherapy, nursing’ manage- 
ment of regimen, etc.). Occupational therapy fa- 
cilities were available and were used extensively 
in the treatment program; general recreational fa- 
cilities were extremely limited. Because of the 
small staff and the generally diagnostic orienta- 
tion of the unit, psychotherapy was of a most 
limited nature. No use was made during the 
interval under study of a convulsive or “shock” 
therapy. It might reasonably be held that recov- 
ery and improvement figures for this sample would 
reflect relatively “spontaneous” remission, and that 
factors found to differentiate between those with 
good and those with poor post-hospital courses 
might be used to equate later patient groups for 
study of the efficacy of specific therapies such as 
insulin shock. 


None of these patients had any form of 
so-called “organic” therapy while in the 
hospital (e.g., metrazol, electroshock, insulin 
shock, neurosurgery, carbon dioxide, etc.). 
Therapy consisted of general supportive 
measures: physical and laboratory work-up 
with indicated therapy (for example, malaria 
for paresis) ; discussion of emotional prob- 
lems, mainly in the area of current problems ; 
reassurance; explanation and _ persuasion; 
good diet and occasional sedation for sleep ; 
the sanctuary of the hospital; hydrotherapy, 
physiotherapy; and occupational therapy. 
The average patient stay was 45 days. 

For the group as a whole, an evaluation 
of prognosis in relationship to length of ill- 
ness prior to hospitalization was not done. 
In general, the admission policy is to accept 
relatively acute problems for study and 
treatment, and on this basis the patient group 
cannot be considered to be a “chronic” 
group. Schofield, et al.(17) made a separate 
study of prognostic factors in the schizo- 
phrenic segment, 

Nor was there any attempt made to evalu- 
ate the type of therapy given these patients 
either in the hospital or subsequent to dis- 
charge. While it would have been desirable 
to have an evaluation of treatment received 
by these patients, it was felt that retrospec- 
tive evaluation based on studying the hospi- 


tal records would at best be of questionable 
value and possibly misleading. In a teaching 
hospital one can have reasonable confidence 
in the consistency of diagnostic criteria if 
checked by the senior staff; but when medi- 
cal students, interns, residents of several 
levels of experience, plus full-time staff all 
see patients, the retrospective variables with 
respect to therapy are too many. The same 
holds true for conditions which occurred to 
the patient following discharge. Here again 
the variables would have been impossible to 
evaluate and no attempt was made to do so. 


METHOD OF STUDY 


During the years 1938-1944 inclusive, 
1,638 patients were admitted to the psychi- 
atric section of the University Hospitals, and 
this constituted the group to be studied. 

To reduce the errors inherent in a mailed 
questionnaire, it was decided that these pa- 
tients should be seen personally and by one 
examiner. A psychiatric social worker was 
given special training, including personal 
experience in the handling of statistical data. 
Suitable forms were made up which per- 
mitted the recording of raw data in a form 
available for statistical handling. The major 
criterion of the follow-up was as follows. 


“We would concern ourselves with the man- 


ner in which the patient had adjusted socially 
after leaving the hospital, t.e., was he able 
to live at home in his family and community 
as a productive and accepted person or was 
he not? Or did the answer lie somewhere in 
between? Hence, we would not be concerned 
primarily with residual symptoms, if any, 
unless these symptoms interfered with his 
family and/or community adjustment. One 
would guess that if a person had a sub- 
stantial amount of residual symptoms, say of 
a paranoid nature, his adjustment must be 
interfered with. While such a deduction was 
true in the majority of instances, it was not 
entirely true in all instances. To repeat, so- 
cial adjustment following hospitalization was 
the factor being sought. Freyhan(5) has 
summed up this attitude well, 


Experience has shown that patients with few 
exceptions—and there will always be exceptions— 
remain outside of the hospital as long as they 
appear improved in the environment from which 
they came. It would be puristic to cling to prin- 
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ciples of insight or ideals of “restitutio ad integrum’ 
as if the patient were an entity to himself, living 
in vacuum. The patient’s re-integrative capacity 
can be judged only against the background of 
what constitutes his world, b*> situation, his part- 
ners, and people. 


A scheme of grading each patient’s social 
adjustment was devised. Perhaps because 
we worked in a university setting, the easiest 
grading system seemed to be a modification 
of the university marking system as follows: 

A—Excellent: Patient had no further 
trouble of the type for which he was hospi- 
talized originally. 

B—Good: Patients were largely making 
a good social adjustment. To a small extent 
they had been bothered by the complaints 
they presented at the time of hospitalization, 
but these occurred infrequently, bothered the 
patient or his family to a minimal degree, or 
had gradually diminished and disappeared 
within the year following hospitalization. 
These patients may have spent a short time 
in a state hospital; usually it was immedi- 
ately following initial hospitalization at the 
University Hospitals, and the patient was 
soon paroled and never returned. 

C—Fair: Patients were in and out of 
state hospitals, or worked and made a good 
adjustment for a time but had relapses of the 
illness for which they were hospitalized. 
Although these patients had been well for 
relatively long periods of time, they usually 
had two or three episodes of illness. 

D—Poor: Patients had spent more than 
half of the time between hospitalization and 
follow-up in an institution, incapacitated be- 
cause of the illness, or functioning on the in- 
adequate level which characterized them at 
the time of university hospitalization. For 
the most part, the patient or the patient’s 
family considered him to have a large 
amount of trouble. 

E—Fail: Patients had continuous trouble 
of the type for which they were hospitalized. 
Many of them were sent from the University 
Hospitals directly to a state institution and 
remained there. Others were cared for at 
home by their families, but none of them 
recovered even for a short while. Some were 
worse, 

The follow-up study was done in 1950. 
Since the patient group had been hospitalized 


1938-1944 inclusive, the follow-up data 
covers a minimum of 6 and a maximum of 
12 years. Because it would have caused pa- 
tient groups to be too small for meaningful 
statistical handling had they also been broken 
down by exact number of years since dis- 
charge, this was not done. In the data of this 
report, then, there is no way to tell how 
long patient groups have been out of the 
hospital within the limits of 6 and 12 years. 

Having adopted the essential criterion for 
the study and the grading system to be used 
with it, the total patient group was then 
checked by name against the central registry 
maintained by the State of Minnesota. This 
registry lists all people in state institutions 
(hospitals, prisons, etc.). Patients who were 
found to be in one of the state hospitals and 
who had been there since the approximate 
date of discharge from University Hospitals 
were classified as in Group E and no further 
follow-up was attempted on them. It was 
assumed that they had been consistently so 
ill that adjustment outside of the hospital 
was not possible. This process may have 
downgraded a few patients; for example, a 
patient who had improved sufficiently so that 
the state hospital staff considered provisional 
discharge, but pre-discharge social service 
investigation revealed no possible extra- 
hospital placement or grossly unsuitable 
placement and the improved patient stayed 
on. 

The remaining patients were then ar- 
ranged geographically as to section of the 
state, and the social worker planned her 
itinerary. She traveled over 30,000 miles 
within the state interviewing patients and 
their families and other persons who might 
fortuitously give data. As an example of the 
last, she might stop at the postoffice in a 
small town to find the location of a former 
patient now living on a farm, only to have 
the mail carrier say, “You're not going out 
to see that crazy man, are you”? This kind 
of data was taken to have value in represent- 
ing a community attitude. In several in- 
stances an attempt to call at a home (with 
the car outside carrying a University 
emblem) was met with a rudely slammed 
door. This occurred with patients who had 
been diagnosed as having some form of 
paranoid disturbance. Lacking any other 
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Jo % % 
Diagnosis Total Male Female A 
1. Organic brain disease 
With psychosis .... 100 64 36 II 
Without psychosis.. 116 67 33 22 
Senile and arterio- 
34 44 56 3 
Epilepsy and psy- 
34 60 40 9 
Mental defect ..... 32 34 (66 3 
2. Toxic psychosis* . 6 
3. Drug addiction* .... 10 
4. Alcoholism{ ........ 23 88 12 


* Number of cases too few to be meaningful. 


data, such a patient would be placed in 
Group D. 

Follow-up data was obtained on 1,261 of 
the total of 1,638 patients. This figure in- 
cludes the patients who had been resident 
continuously in a mental hospital and gives 
a percentage of 77 of the total group who 
were followed. The group of 377 patients, 
23%, who were “lost” consisted of people 
who had left the state or whose whereabouts, 
if they were still in Minnesota, could not 
be discovered. No attempt was made to 
follow-up patients who had moved away 
from the state. A breakdown of “lost” pa- 
tients was made by diagnostic category, and 
it was found for the most part that they 
were uniformly spread, percentage-wise, 
throughout the various diagnostic groups. 


Hence the “lost” cases do not influence the 


Diagnosis Total Male Female A 

1. Schizophrenia 
Simple type ....... 43 52 48 7 
paranoid type ..... 60 47 53 3 
Hebephrenic type .. 22 40 60 9 
Catatonic type .... 48 48 52 17 
Mixed type ....... 39 44 56 3 
2. Paranoid psychosis... 39 44 56 10 
3. Schizoid psychosis * . 5 — -- — 

251 46 54 


* Two few cases to be meaningful. 
t Exclusive of “Schizoid Psychosis.” 


TABLE 1 


OrcANic Brain DISEASE 
(Acute AND Curonic Dtsorpers) 


t Includes cases with and without psychosis. Follow-up data on alcoholism, not on psychosis. 


TABLE 2 


SCHIZOPHRENIC AND ScHIzoIp Psycuotic Group 
(ScHIZOPHRENIC REACTIONS) 


$8 via sudiae “tase” 
12 3 10 53 37 1.7 39.9 14.6 
23 9 3 62 60 oO 66.7 2.15 
26 6 15 44 12 o 20.6 2.70 
19 3 15 60 o o 32.0 2.36 
17 13 9 57 22 4 41.5 1.72 


follow-up results materially. (See “Lost” 
column under each diagnostic heading.) 

In patients who were found to have died 
subsequent to discharge, the recorded death 
certificate was checked. In relation to the 
question of suicide, we were surprised to 
learn how infrequently this seemed to occur. 
Table 2 shows that 18% of hebephrenics 
died, that the mean age was only 22.6 years, 
and that none was listed as suicide. Table 
3 shows 16.4% of manic-depressive, de- 
pressed type, dead, with the mean age of 
39.6 years and that only 6% were suicides. 
Of involutional melancholia cases dead 
(13.3%), none was listed as suicide. Table 
4 shows 17% of patients diagnosed “reac- 
tive depression” dead, only 5% as suicides. 
One might ask whether some of the deaths 
in these groups were not suicide. The only 


% % %o. 

B c E Died Suicide hosp. ‘“‘Lost” 
23 9 9 2.3 2.3 27.3 «15 
15 10 22 50 O 32.2 1.93 
18 13 59 22.6 0.21 
21 17 I2 33 19 27.0 1.93 
28 15 15 38 2:7 0 28.4 1.29 
10 10 49 36.8 3.43 
19 14 12 47 42 29.5 
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TABLE 3 


AFFECTIVE PsyCHOSES 


(AFFECTIVE REACTIONS) 


% % % 4% % 


1. Manic-depressive 


Depressed ........ 67 36 64 15 28 16 9 31 «16.4 6 39.6 3.65 
ETI SOE 42 30 70 9 31 17 17 27 4.7 2.4 33-7. 2.36 
26 30 70 II 31 8 23 27 5 5 40.7 2.15 

2. Involutional melan- 135 32 68 12 30 14 16 28 8.7 4.5 38.0 2.72 
45 16 8&4 4 18 25 2 13.3 53.6 2.36 


TABLE 4 


Group 


(Psycuonevurotic REAcTIONS) 


Mean 
o % % % o % i 
Anxiety state .....+-.+- 14 28 72 29 36 7 14 14 o 0 32.0 2.36 
Hypochondriasis een ee 05 25 75 6 19 16 24 35 74 O 37.2 858 
Hysteria 75 24 32 8 10 26 6 30.5 9.23 
Obsessive-compulsive 52 48 13 31 9 4 43 
Reactive depression ..... 58 46 54 19 29 22 a 24 17 5 42.6 7.08 
109 28 72 17 23 II 16 33 II It 359 880 
371 34 66 18 28 12 13 29 7 I 349 6.3 
TABLE 5 


BeHaAvior DisorDERS AND UNDIAGNOSED PsyCHOSES 
(Persona.ity Drsorpers) 


% % % % %  % % % % agein % 
Diagnosis Total Male Female A B Cc E Died Suicide p. “Lost” 
Psychopathic personality 
41 52 48 17 17 12 10 44 98 oO 25.9 7.08 
48 52 43 14 14 29 29.9 + 1.50 


67. 33 45 33 22 o 0 27 O 
9 100 22 22 II II 44 0 352 
80 67 33 21 28 9 14 28 2.45 30.2 2.47 
70 30 20 0 


40 60 25 15 5 25 30 5 30.7. 2.58 
<n 30 55 45 22.5 22.5 2.5 27.5 25 2.5 0 23.3 1.28 
45 55 27 37 27 oO 48.0 2.15 


factual answer one can give is that if they in years and refers to age at time of hospi- 
were, they were not so listed on the official talization. The columns labeled “Died” and 
death records. No patient died by homicidal “Suicide” are separate, i.e., suicides are not 
means and no patient killed another person. represented as a percentage of “Died” but 
On the subsequent tables reporting fol- as a percentage of “Total.” To obtain the 
low-up results, all figures represent percent- percentage of “Total” noi living, one must 
ages except “total,” which is given in num- add columns “Died” and “Suicide.” 
ber of cases involved in that group and Patients who are in column “Died” are 
“Mean Age in Hospital” which is expressed also included in the grading system (Col- 
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umns A, B, C, D, E). Thus a patient whom 
follow-up showed to be dead from coronary 
heart disease and whose family on interview 
reported that he had been well mentally since 
leaving the hospital would be included in 
column A, etc. 


RESULTs 


Although detailed data are contained in 
the several tables and these are self-ex- 
planatory if one has first acquainted himself 
with the five-step grading system, a few ob- 
servations are of interest. 


Organic and Toxic Psychosis (Acute and 
Chronic Brain Disorders) 


1. Organic Brain Disease Group, “with 
psychosis” and “without psychosis.” For 
the most part these were patients who had 
syphilis of the central nervous system, brain 
tumor, sequellae of head injury, and en- 
cephalitis. With the exception of the “A” 
grade (twice as many “without psychosis” 
patients had no further difficulty after leav- 
ing the hospital), these two groups, differ- 
entiated as to whether or not psychotic symp- 
toms were manifest, ran a remarkably simi- 
lar course of adjustment, including deaths 
and suicides. “Without psychosis” with 
organic brain disease accounted for the 
highest percentage (14.6) of “Lost” patients 
in the entire study. It appears that the 
presence or absence of a psychotic reaction 
in these brain damaged patients did not in- 
fluence to any degree the chances for subse- 
quent social adjustment, death, or suicide. 

2. Senile and Arteriosclerotic Group. Al- 
though 60% were dead at the time of fol- 
low-up, it is interesting that between dis- 
charge and time of death (or follow-up), 
26% fell into groups A and B, i.e., had made 
a satisfactory social adjustment for the most 


part. 


8 Diagnoses made in accordance with the current 
Diagnostic and Statistical Manual of Mental Dis- 
orders as revised in 1952 are carried in parentheses. 
The cases were diagnosed with the nomenclature 
standard during 1938-1044 and hence are given 
as the primary diagnoses. 


The Schizophrenic Groups (Schizophrenic 
Reactions ) 


These data serve again to emphasize the 
gravity of prognosis for patients diagnosed 
as having schizophrenic reactions. Of these 
persons, 29% achieved grades A or B, i.e., 
made a reasonably satisfactory social ad- 
justment. The data reaffirm that patients 
diagnosed as being in the “paranoid” sub- 
group are older and have the poorest prog- 
nosis while those diagnosed “catatonic” have 
the most favorable outlook. Contrary to 
what we had expected, there were few 
“Lost” patients in the schizophrenic groups. 
We had anticipated that a larger number 
might have become vagrants and wanderers. 
No meaningful sex differences appeared in 
the schizophrenic groups. 


Affective Psychoses (Affective Reactions) 


The data reaffirm the finding of sex dif- 
ference in manic-depressive reaction, 1.e., 
about twice as many women as men were so 
diagnosed. This finding is mentioned in 
most psychiatric texts. The manic-depres- 
sive diagnosis carries a 42% chance for 
reasonably satisfactory social adjustment 
(A and B). The question of suicide in these 
psychotic depressions has already been 
touched upon. 

The prognosis for involutional melan- 
cholia (A and B, 31%) is not much better 
than for schizophrenia (A and B, 27%). 
The chance of having “no further psychi- 
atric difficulty” (Group A) was the poorest, 
4%, of all psychotic reactions. This guarded 
prognosis justifies consideration of major 
treatment measures in the attempt to stem 
the tide of involutional melancholia. 


Psychoneurotic Group (Psychoneurotic Dis- 
orders) 


It is probable that these patients did not 
represent “average” psychoneurotic problems 
with respect to degree of illness, since they 
were admitted to a psychiatric hospital. One 
guesses that they represented patients at 
the severe end of the spectrum, but this is 
only a guess. Women outnumbered men 
three to one in all subgroups except “obses- 
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sive-compulsive” and “reactive depression” 
in which no significant sex differences were 
seen. Keeping in mind that staff time and 
length of stay did not permit psychothera- 
peutic management in the form of “uncover- 
ing” techniques while in the hospital and 
that the absence of psychiatrists in private 
practice in rural Minnesota during the fol- 
low-up period made any such therapy highly 
improbable—any medical therapy was most 
likely in the hands of general physicians— 
the spontaneous remission rates in these 
(presumably) seriously involved psycho- 
neurotic patients is of real interest. Taken as 
a group (371 cases) the outlook for satis- 
factory adjustment (A and B, 46%) with- 
out any specialized therapy appears fairly 
good. Even the obsessive-compulsive group, 
ordinarily considered to have a poor outlook, 
had a 44% (A and B) satisfactory social ad- 
justment. Anxiety and hysterical reactions 
turned out to have the best spontaneous out- 
look, and this is in accordance with textbook 
reports. 


SUMMARY 


1. The study considered 1,638 patients 
consecutively admitted to the psychiatric sec- 
tion of a university hospital. 

2. The duration of illness prior to hospi- 
talization, as determined by admission policy, 
was reasonably short, i.e., they tended to 
have “acute”’ illnesses. 

3. No “modern” therapies were used. 
Outcomes are judged to represent spontane- 
ous outcomes. 

4. Follow-up was by personal interview 
within a range of 6-12 years subsequent to 
hospitalization ; 77% of the group were fol- 
lowed up. 

5. The criteria were those of social ad- 
justment or lack of it. 

6. Results are presented in the tables. 


CONCLUSIONS 


1. The follow-up results as given are 
judged to portray the natural courses—or 
the spontaneous outcomes—of the various 
mental disorders. 

2. Using the same methodology, any treat- 
ment under test must exceed, by a signifi- 


cant difference, these spontaneous outcomes 
if it is to be considered of value. 
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DISCUSSION 


FRANKLIN G. Esaucu, M.D. (Denver, Colo.).— 
In my opinion, the basic design of Dr. Hasting’s 
study is excellent. I refer to his use of the essential 
control group; description of the groups; large 
numbers, which make the statistics more valid; 
criterion of measurement; and analysis of results. 
Others who wish to study this and related prob- 
lems can profit from this pioneering. My discussion 
will refer 1. to methods of reporting research, 
2. to communication of exact meanings—definition 
of terms, of assumptions, of methods, 3. to use of 
literature in the field, and 4. to control of variables. 

Dr. Hastings has thought through and resolved 
a great many more of the problems involved than 
was first apparent. A more formally outlined pres- 
entation would help others to apply the work to 
their own research problems and analyze for 
themselves the dependability of results, and also 
help clarify their own thinking. 

Regarding communication, the problem of study 
was stated as follows: “What does the follow-up 
show on a group of hospitalized patients who did 
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not receive shock therapy and the newer drugs?” 
It may be more meaningfully and completely stated 
this way: “What differences in improvement (as 
defined by social adjustment) can be observed in 
follow-up between a patient group treated by hos- 
pitalization only, and a patient group treated also 
by shock therapy and the new drugs?” This pre- 
sents the theme in a nutshell, with clarification of 
details following, as the criterion of “social adjust- 
ment” is defined, as “modern therapies” is defined, 
and as “hospitalization only” is defined. This also 
brings up the problem of such misleading terms as 
“spontaneous remission” which in my opinion have 
no place in research thinking. The term implies 
that the “hospitalization only” group received no 
treatment, which of course is not true, since T.L.C., 
removal from environmental stress, etc., are recog- 
nized as important agents in remission. What the 
study compares, then, is not treatment versus no 
treatment, but two different kinds of treatment. 
It is obvious that the research team was aware of 
this, but did not communicate it plainly. 

My third point deals with use of the literature. 
The study was well conducted under considerable 
handicap presented by the unscientific nature of 
data which has originally been collected for clini- 
cal purposes. If we are to get anywhere in re- 
search at this point in our scientific development, 
we must do ex post facto studies. Many writers 
have given much thought to these problems. Ear- 
nest Greenwood has written a whole book on the 
subject, Experimental Sociology, A Study in 
Method, which is an important reference for psy- 
chiatric research workers, although it was written 
in a sociological framework. In his book, The Uses 
and Abuses of Psychology, E. J. Eysenck discusses 
the problem in the framework of studying the ef- 
fects of psychotherapy. Among other things, he 
emphasizes precision of definition, and the prob- 
lem of equating control groups. 

My fourth point, control of variables, involves 
the problem of identifying all the factors that might 
influence the results of the study. First, there is 
the matching of the two groups. The great number 
in this study helps to compensate for this, but not 


entirely. The “hospitalization only” group were ill 
during a post-depression and war period. Were 
there more temporary stress reactions that one 
would expect to subside in this group, and more 
chronic cases in the second treatment group? In 
other words, was severity and length of illness a 
factor? This could distort the data enough to 
justify the necessary library work to check this 
factor, even though going through incomplete rec- 
ords is difficult and time-consuming. 

The criterion of “social adjustment” seems de- 
pendable and well defined, as does the grading sys- 
tem. However, the fact that one social worker 
made all the judgments involved an important dis- 
torting variable. 

Insufficient consideration was given the diag- 
nostic inconsistencies. For example, the “involu- 
tional melancholias” represent a large and also 
highly selected group which today might have been 
diagnosed more in terms of underlying personality 
patterns, be they depressive, hysterical, or anxiety- 
stress. There may be little we can do about assess- 
ing the extent and direction in which this might 
change the data, but knowing the variable exists, 
we must be careful in interpreting the data. Essen- 
tially, this is what we must always do with variables 
that cannot be controlled. There are others. How 
would the “E” grade group have influenced the 
data if they had been followed up; many of them 
may not belong in the “E” group. What about the 
sizeable number of lost cases, who by virtue of 
deserting their previous surroundings may repre- 
sent more instability? 

In order to avoid being discouraged, and declar- 
ing “Research is impossible!” we cannot allow 
these unanswerable questions to deter us. How- 
ever, we cannot, knowing their existence, draw 
firm conclusions from the results. We must inter- 
pret our data cautiously in the light of the possible 
extent and possible directions all these uncontrolled 
variables could take in changing the results. In 
my opinion, the results of Dr. Hasting’s study give 
us trends, which should be carefully studied with 
smaller groups; we do not yet have facts but we 
have made progress toward learning them. 
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STUDIES IN ULCERATIVE COLITIS ' * 


GEORGE J. MOHR, M.D.,3 IRENE M. JOSSELYN, M.D., JEANNE SPURLOCK, M.D. 
anD S. H. BARRON, M.D. 


In 1952, under the stimulus of Margaret 
Gerard’s preliminary studies of the genesis 
of psychosomatic symptoms in infancy, her 
observations as to the significance of differ- 
ences in maternal behavior in the care of 
children, and her conviction that psychoso- 
matically ill children observed were consist- 
ently cared for by “mothers who were nar- 
cissistic and uninterested in the child, except 
as a self-enhancing asset,” and that “each 
child presenting a psychosomatic disorder 
had experienced frustrated dependency at a 
stage when body needs are dependent upon 
the mother for satisfaction,” a program for 
investigation of these disorders was insti- 
tuted at the INI by Drs. Margaret Gerard 
and Francis J. Gerty of the University of 
Illinois Department of Psychiatry. Gerard 
(1) early emphasized similarities and postu- 
lated differences in the ego deficiencies in 
psychotic and psychosomatic disturbances in 
children. Just as the pathology in the early 
mother-child symbiosis is recognized in the 
psychotic disturbances in childhood, so it ap- 
pears to have a significant etiological role in 
psychosoinatic illness. The suggestion was 
made that in psychosomatic disturbances, 
maternal care may have been adequate gen- 
erally, but that traumatic events focussed at- 
tention and libido investment upon the func- 
tioning of specific organ systems. Traumata 
producing the ego deficiencies of the psycho- 
somatically ill child, however, would occur 
during the same period as that which deter- 
mines psychotic disturbances. 

With these considerations in mind, a spe- 
cial ward for psychosomatically ill children 
was established at the Illinois Neurological 
Institute. The organization plan and the pro- 
gram for observation and treatment of the 
children under study have been described 
elsewhere (2). 


1 Read at the 113th annual meeting of The Ameri- 
can Psychiatric Association, Chicago, Iil., May 13- 
17, 1957. 

2From the Dept. of Psychiatry, University of 
Illinois (Head: Dr. Francis J. Gerty). 

3 Mt. Sinai Hospital, 8720 Beverly Blvd., Los 
Angeles 48, Calif. 


In essence, the hospital ward is designed 
to provide a total therapeutic milieu for chil- 
dren also in individual therapy. It permits 
observations of the child, individually and in 
relation to the group, by a number of ob- 
servers, nurses, pediatrician, teacher, occupa- 
tional therapist, psychologists, the psychi- 
atrist on duty in the ward, and the individual 
therapist. These multiple obse- vations can be 
pooled or compared, offering some measure 
of check and validation of observations and 
of inferences or conclusions drawn from 
them. It also provides an opportunity to ob- 
serve the child’s response to an environment 
that is designed to meet his emotional needs 
in a different and more adequate way than 
they have been met heretofore.* 

The present paper deals only with limited 
areas of observation. It is based upon the 
study of 6 cases of ulcerative colitis in chil- 
dren ranging, at time of admission, from 7 
to 11 years of age. Three of the children 
have been discharged as improved or symp- 
tom free, 2 are still in treatment on the ward, 
and one is being treated on an ambulatory 
basis. We confine ourselves to (a) charac- 
terization of the parents and the parent-child 
relationship as this may have bearing upon 
the child’s illness, and (b) comment on the 
nature of conflict situations related to the 
illness. 


MOTHERS OF ULCERATIVE COLITIS PATIENTS 


The following description of relationship 
of the mothers of the patients to their own 
parents, their emotional orientation to preg- 
nancy and the initial care of the children 
under study, is based upon material gathered 
in frequent interviews with the mothers dur- 
ing the period of hospitalization of the child. 

1. Mrs. A.—This mother of an 11-year old boy 
patient was reared in a relatively stable family. 
The maternal grandmother was occupied with farm 
chores rather than in individual family care. The 
mother helped, but tried to avoid these duties. She 


4A later communication will describe the meth- 
ods utilized and the observed response both psy- 
chologically and physically to these experiences. 
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was more identified with the activities of the ma- 
ternal grandfather who was active in community 
and public affairs. Pregnancy was deferred for 7 
years, conception taking place shortly before the 
father left for over-seas service. He did not return 
until the child was 15 months of age. Owing to 
pregnancy she was ill, lost weight that she never 
regained. After the delivery, there was a mild depres- 
sion. Nursing was painful and frustrating; “breast 
feeding takes you down.” She stated that when she 
fed the child during the first year, her mind was “a 
thousand miles away” since she thought chiefly of 
her husband. 

The mother has been possessive but uncertain 
and inconsistent in her demands upon and expecta- 
tions of the patient. She has alternately pushed him 
toward accomplishment and then limited his activity 
because of anxiety lest his illness be aggravated. 

This mother suffered the traumatic experience of 
the death of her sister from tuberculosis and of 
her father from carcinoma, and has become sensi- 
tized to chronic illness that she has again been 
faced with by her son’s illness. She developed a 
colitic condition during her father’s illness. A reac- 
tion to the patient’s illness is to work actively out- 
side the home. 

The mother’s defense against the traumatic effect 
of the chronic illnesses of sister, father and son is 
an emotional distancing and detachment. 


2. Mrs. B.—This mother was reared by a 
widowed, cold, controlling, manipulative mother 
who “prescribed” what she thought best for her 
two daughters. The mother and her only sister 
were trained to be independent and self-sufficient. 
The grandmother was socially and intellectually 
ambitious, but never was experienced by the 
mother as protective or understanding. The mother 
was determined to do a better job of rearing her 
daughters than her mother was able to do. She 
had a good relationship with a step-father, her 
father having died shortly after her birth. 

This mother insisted upon pregnancy despite 
serious financial difficulties and prolonged psycho- 
logical illness of her husband on return from ser- 
vice. She was healthy during pregnancy, though 
she had nausea, and worked as a nurse until the 
oth month. She stated she felt happy with her 
baby who suffered with colic, but otherwise was 
healthy. The husband would have deferred having 
children. His paranoid reactions and inability to 
keep a job imposed great burdens upon the mother. 

This mother is controlling, managing, domineer- 
ing, essentially like her own mother in relation to 
her children. She is dutiful rather than affectionate. 
She is ambitious and capable of carrying consider- 
able responsibility. She expects superior perform- 
ance from her two daughters. 


3. Mrs. C—This mother of a 7-year old girl was 
hostile toward an unaffectionate mother who de- 
manded much of her, exploiting her and several hus- 
bands in self-seeking material gains. Her father 
was the second of the grandmother’s 4 husbands. 
Mrs. C’s deceased, idealized father represented the 
fantasied source of comfort and happiness denied 


her in real life. Deceased and surviving step-fathers 
were highly depreciated. 

Her first pregnancy, which was with the patient, 
was long delayed, partly on realistic grounds. The 
mother experienced devastating narcissistic distress 
at birth of the patient on discovery of her inability 
to be an abundantly lactating and nursing mother, 
as her mother was reputed to be. “I felt the bottom 
drop out of everything.” 

At birth of a second daughter, a severe dyshidro- 
sis of the hands distanced her from all aspects of 
child care for months. In compensatory fashion she 
overstressed all child care procedures, stuffing in 
feeding, overactive in imposing patterns of cleanli- 
ness, Overexposing her own person and that of the 
father for presumably sexual educational purposes. 

Much competition and hostility was directed to- 
ward the paternal grandmother who lived in the 
same building and who competed with the mother 
in feeding and indulging the patient with conse- 
quent turmoil and quarreling in the household, the 
child exploiting the rivalry between the mother 
and grandmother. 


4. Mrs. D.—This mother of a 10-year old boy 
patient presented a basic attitude of hostile de- 
pendency upon her mother and upon an older sis- 
ter, feeling repudiated and depreciated by the 
domineering grandmother who favored the prettier 
older sister. 

As a child, she made great but unsuccessful efforts 
to win the grandmother’s love and approval by 
being helpful to her in the care of younger children 
in the household, and by academic achievement. 

The patient was a replacement for a mentally 
defective first-born son who was finally placed in 
ar. institution, after much conflict on the part of the 
parents, during the mother’s third month of preg- 
nancy with the patient. The mother continued to 
feel guilty about the placement of the elder son and 
later both parents were fearful that the. patient, too, 
would prove to be intellectually retarded. Even 
after the patient’s birth, the mother continued to 
be preoccupied with the idea of a replacement for 
the institutionalized child. When the patient was 
4 years of age, the mother applied for foster-home 
placement of a girl in her home, but she was dis- 
suaded by the social agency. Throughout her preg- 
nancy the mother worked, was highly ambivalent in 
her attitude toward the pregnancy, was “emotionally 
upset” throughout this period, and gained weight 
enormously. She was excessively anxious about 
having anyone handle the child on return from the 
hospital, and attempted nursing for a two-month 
period. On giving up breast feeding she became 
quite ill, ran a fever and felt quite detached from 
the child. He suffered colic which she attributed 
to the breast feeding. 

The mother feels responsible and guilty about 
the child’s illness, and was openly blamed for it by 
the paternal grandparents. She makes ineffective 
effort to safeguard, control and manage, uncon- 
sciously sabotaging her effort and frustrating both 
herself and the child. 
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5. Mrs. E.—This mother of an 8-year old girl 
patient is a child-like and dependent woman who 
nevertheless was able to play a sustaining role in 
family life until the birth of the patient. She has 
felt unable to win her mother’s approval in face 
of unfavorable comparison with a younger brother. 

The patient is the youngest of 7 children. Preg- 
nancy with the patient was considered “the last 
straw” by the mother who had attempted to main- 
tain family life with an alcoholic, brutal, paranoid, 
periodically deserting husband. An attempt to leave 
him at the time of the patient’s birth and to re- 
turn to her parents was frustrated by their rejection 
of her. Near-starvation conditions obtained in the 
home during the patient’s first year of life, during 
which time she was continuously ill and not ex- 
pected to survive. Indulgence and care of the pa- 
tient by older siblings provided sustaining ele- 
ments in the environment. 

This mother and the patient as a new-born in- 
fant were literally exposed to threat to life and to 
brutality by the father, and to physical hardship. 
After the child was 3 years of age, the mother 
worked and care was provided primarily by a sis- 
ter only 5 years older than the patient. 


6. Mrs. F.—The mother of a 7-year old boy pa- 
tient was an only child. She had longed for a sis- 
ter whom she demanded of the maternal grand- 
mother. She was overindulged in a material sense 
by a severe, dominating and exacting grandmother. 
The maternal grandmother preferred business life, 
although there was no financial need, and left the 
mother in care of maids. 

The mother was reared in an atmosphere of 
Prussian authoritarianism. She was exposed to so- 
cial isolation, discrimination, physical hardships, 
and death of family members in Nazi Germany. 
Her pregnancy with a daughter, 5 years older than 
the patient and also with the patient were unplanned 
and considered untimely by the parents who were 
concerned about financial security. 

The mother offered cold, mechanical care to the 
patient, but seemingly related herself to the first 
child, the daughter, in terms of identification in 
which her own dependent needs and wish for ma- 
ternal care and for a sister were met. She wished 
to have girls only. The death of the daughter when 
the patient was 18 months of age disturbed the 
mother’s relationship to the patient, whom she 
stated she would have wished to die rather than 
the daughter. She, in effect, abandoned him to the 
care of others by going to work after the death of 
his sister. 

No difficulties about early feeding were reported, 
but the mother characterized the patient as restless 
and aggressive in infancy, less responsive and 
cuddly than his two younger brothers later proved 
to be. She found it difficult to hold him with com- 
fort, and felt guilty about this. The mother was 
strict in her training procedures; the child re- 
sponded with temper tantrums, but yielded to the 
mother out of fear of punishment. He cried a great 
deal, and on one occasion, when 3 years of age, the 
mother taped his mouth to stop his crying. 


MOTHERS IN RELATION TO MATERNAL 
GRANDMOTHERS 


All 6 of the mothers of the ulcerative 
colitis patients felt that they had experienced 
a lack of maternal warmth and care from 
their own mothers. The grandmothers were 
characterized as cold, severe, domineering, 
controlling, unaffectionate. In the best of 
these relationships (Mrs. A.) the maternal 
grandmother was a busy wife whose domes- 
tic activity was directed more toward feed- 
ing farm hands and toward chores than care 
of her children. The mother aided in the 
farm duties with much protest. 

The mothers quite consistently felt unable 
to win the love and approval of their mothers 
and have felt depreciated by them. They 
made great effort to win the grandmother’s 
love by attempts to gratify her social ambi- 
tions (Mrs. B.) catering to the grandmoth- 
er’s self-gratifying demands (Mrs. C.), or 
by helping in the care of younger children 
(Mrs. D.). None of these mothers felt suc- 
cessful in this effort. They remained con- 
sistently in a hostile-dependent relationship 
with the grandmother. 

Competitive reactions toward the grand- 
mother take the form of determination to do 
a better job in child rearing (Mrs. B.), or 
more specifically, of doing as well as the 
mother in nursing and feeding care (Mrs. 
C.). None experienced mothering in their 
own childhood that would have helped them 
to develop effective patterns of mothering 
on their own part. 


PREGNANCY AND POST PREGNANCY 
EXPERIENCE 


Three aspects of the mother’s experience 
of maternal care and of pregnancy and reac- 
tions to it seem important. First, the mothers 
themselves had minimal gratification in their 
relations with their own mothers, despite 
strenuous, but unsuccessful effort to win 
maternal love. Secondly, they see the world 
as a dangerous place in which one survives 
only as a result of one’s own efforts. These 
efforts are felt to be potentially ineffective 
because of fantasied self-deficiency. Thirdly, 
at the time of the birth of the particular 
child who develops ulcerative colitis there 
is some event, either in the external life or 
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relating to the pregnancy that disturbs the 
mother’s emotional economy so that the little 
she is capable of giving maternally is further 
lessened. 


FATHERS OF ULCERATIVE COLITIS PATIENTS ° 


1. Mr. A.—The father, a self-employed mill- 
wright, is a small man, the same size as his wife. 
His father, whom he physically resembled, died 
when he was 16. His capable mother cared for him 
and 2 younger brothers. The father, smaller than 
his younger brother, compensates for his somewhat 
depreciated position by a measure of aggressive- 
ness, adopting a depreciatory attitude toward his 
wife. His interests and activities are masculine. He 
is fairly active in his work, likes hunting and fish- 
ing and outdoor life. He is often in the position 
of providing care in the home, preparing meals be- 
cause of his wife’s work program and because of 
the irregularity of his own work which is dependert 
on securing projects with intervals between jobs. 


2. Mr. B.—This father was the youngest of 4 
children, 2 of whom died in childhood. The pater- 
nal grandparents were poorly adjusted in their 
relationship. The father was an unwanted child 
to whom parents gave very little. He was slow in 
development and presented feeding problems. He is 
much like the paternal grandmother, unaffectionate 
and not interested in other people. 

The father was in service at time of marriage. 
He was nervous and irritable, but one year after 
the marriage he was sent overseas in the Pacific 
area for two years. According to the mother, he 
was “mentally ill” on his return from service. He 
was hostile toward the mother, felt the world was 
against him, had 10 to 12 jobs durings the 6 years 
following his discharge from service. He has been 
working for an automobile manufacturing company 
on government contracts for the past 34 years. 

The passive, dependent father is a compulsive 
individual who consciously compensates for slow- 
ness in working by an effort to do better work than 
others. He is concerned lest his daughter, the pa- 
tient, be as slow as he is. He does not consider 
himself to be the head of his family, just “one- 
fourth of the family.” His recovery from the 
traumatic effects of his war-time experience, which 
at worst did not unduly expose him to danger, has 
been very slow. 


3. Mr. C.—This father of a 7-year old girl pa- 
tient, is a passive, compliant man, more conform- 
ing to the demands of his parents than was his 5- 
year old sister. The paternal grandfather drank 
heavily, but was financially successful. There were 
many scenes of quarrelling between the grandpar- 
ents, the grandmother nagging, the grandfather 
drinking and fighting back. The father relates 
poorly to people in general, but does relatively well 
in working independently, repairing electrical equip- 


5 Limited material is available relative to the 
fathers of the children studied. 


ment. He has substituted for the mother in provid- 
ing care for the children at times when she has 
been depressed, and when suffering the dyshidrosis 
of the hands that prevented her from offering care. 
In physical care and bathing of the patient, he 
has been most seductively involved in close physical 
contact and bodily exposure, partly under the in- 
fluence of the mother’s expectations. He only be- 
latedly rebelled against the mother’s stuffing, con- 
trolling activities in relation to her two daughters. 


4. Mr. D.—This father suffers with ulcerative 
colitis which began 14 years before his son became 
ill. The third of 8 children, he was reared by a 
protective, cautious, active, hard-working managing 
mother. The paternal grandfather strove to be in- 
dependent, but was quite unsuccessful in providing 
for his family. He was religious, restrictive and 
authoritarian. The father was in a highly con- 
flictful relationship with an elder brother who de- 
preciated him and in relationship to whom he 
developed a peculiar “nervous system.” When there 
were difficulties with his brother, saliva accumu- 
lated and he had to spit a great deal. 

The father felt the paternal grandmother fa- 
vored the one brother who had advantage of col- 
lege training and a sister who made a marriage 
involving social prestige. The father is the least 
successful of the siblings. An early rebelliousnes- 
gave way to a tendency to submit and avoid diffic 
ties. He quit school during the first year of high 
school because of difficulties with one school sub- 
ject. He considers his relationship with his wife 
difficult, but regards her as more intelligent than 
himself and identifies the patient, who does well 
academically, with the mother. 

The father has been weakly compliant in a life- 
situation in which he feels constantly at a disad- 
vantage, depreciated, and dependent; namely, in 
working for relatives who do not appreciate what 
he does and expect too much from him. He is 
highly conforming, compulsively meticulous and 
punctual about his work, He is unaggressive, readily 
yields at even the thought of a fight, turns the 
other cheek. He is upset by disapproval, and his 
physical symptoms are aggravated by the argu- 
ments and quarreling with his wife. The onset of 
his ulcerative colitis symptoms was at a time when 
he failed in the only effort he made to emancipate 
himself from his dependent situation by undertak- 
ing an independent business enterprise. The father’s 
lack of feeling of self-confidence and his self-depre- 
ciation are somewhat offset by his insistence upon 
the excellent quality of his work so that, though 
a slow worker, he feels himself to be indispensable 
to his employers. 

Three of his 4 brothers have been much more 
successful than he, and he is “not in the same class” 
with his employer-relatives. His eldest son is 
feeble-minded. 

His need to please and to give is evident—a 
masochistic element is indicated in his readiness 
to give blood donations. His hypersalivation when 
irritated with his elder brother is a pregenital con- 
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version symptom. His character structure is of 
a pregenital oral and anal nature. 

5. Mr. E.—This father is a pathological charac- 
ter, alcoholic, brutal, dependent, incompetent, pos- 
sibly homosexual. The paternal grandfather was 
alcoholic, married 3 times, and had 24 children. 
The father has been violent and threatening to the 
mother, he has stood over her with a knife as she 
lay in bed with the patient as an infant. He periodi- 
cally deserted during pregnancies. He had been 
free of drinking 5 years before the patient’s birth, 
often had to be accompanied to work as a truck 
driver by his wife. He began drinking again the 
day the patient was born and did not quit for 7 
years, remaining ugly and threatening. He has 
accused the mother of infidelity, of Lesbianism, of 
sexual relations with her sons. He has imposed 
himself in rapist fashion on the mother in the pres- 
ence of the patient and there is unconfirmed evi- 
dence of his having attempted physical seduction of 
the child. A son, 13 years older than the patient, 
died in status epilepticus in a state institution. 


6. Mr. F.—Early this father experienced the rel- 
ative security of a middle-class German Jewish 
mercantile family in Germany. He was a well- 
accepted and indulged child. Two sisters and a 
brother were victims of Nazi atrocities, dying in 
concentration camps. The father is an emotionally 
controlled person who remains absorbed in his 
work, devotes relatively little time or attention to 
his family and offers little warmth or affection. 
His attitude towards his parents remains compliant 
and deferential. He emphasizes the need to be in- 
dependent and self-sufficient. There was a consider- 
able struggle to establish financial security during 
the earlier years of his marriage. He represents 
to his wife a much kindlier and thoughtful person 
than her severe father was, despite his lack of 
warmth. 


The limited material about the fathers does 
not permit generalizations about their possi- 
ble relationship to the illness of the children. 
Three of them are, or have been psychologi- 
cally ill. Mr. B. was mildly paranoid and had 
great difficulty for 6 years in establishing 
himself in work after return from military 
service. Mr. D. suffers with ulcerative colitis. 
He maintains a precarious hold on security 
in a protected and depreciated work situation 
where he is employed by relatives. Both Mr. 
B. and Mr. D. defend themselves against 
feelings of seif-depreciation and inadequacy 
by compulsive devotion to their work and 
emphasis upon the superior quality of their 
performance on their jobs. Mr. E. is alco- 
holic, paranoid, and was physically violent 
and brutal, particularly at the time of the 
patient’s birth and early infancy. 

None of these 3 fathers had provided ma- 


terial security for their families. In each 
instance, the mother also worked, motivated 
not only by the need to augment the family 
income, but also to provide gratifications not 
attained in family life. None of these fathers 
can be considered to have offered emotional 
support to the mother, nor as presenting the 
dependable qualities needed by a child in a 
father. 

Mr. D’s son stoutly defended his father 
against the depreciatory attitudes of the 
mother and other relatives, but was in the 
position of feeling identified with a depre- 
ciated father. He presents conflicts and de- 
fenses that are identical with the father’s. 

Mr. A. is most nearly an adequate father 
to his son. Despite a lack of warmth, the 
father’s masculine interests, in which he in- 
cluded his son, led the boy to conceive of a 
father as an admirable masculine figure with 
whom he became identified. This boy pre- 
sented the mildest of the cases of ulcerative 
colitis included in this study. He advanced 
more rapidly than the others in psycho- 
therapy and became free of symptoms in a 
short time without recurrence to date. 

Mr. C., during his daughter’s infancy and 
early childhood, passively complied with the 
mother’s expectations of him in caring for 
the child, and assumed responsibility for the 
full care of both daughters when the mother 
was unable to offer this care. He belatedly 
rebelled against the seductive relationship 
with his daughter that was initially fostered 
by the mother’s active control of the child 
and of the father’s relationship to the child. 

Mr. F.’s aloofness and emotional control 
have been noted. Despite its limitations, the 
relationship between the parents has re- 
mained an acceptable one offering gratifica- 
tion to both. The patient, however, has been 
the most seriously ill of all the patients, with 
the most extensive pathology. 

The indications are that the father’s rela- 
tionship to the illnesses of the children 
studied is secondary to that of the mother. 
As in Case 5, Mr. E., the father may play 
a major role in determining the unfavorable 
conditions that provide the setting conducive 
to and provoking the onset of the illness. 
In this case, his direct brutality made it im- 
possible for the mother to meet the child’s 
needs. Even here, however, the father’s 
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contribution to the disturbances experi- 
enced by the child is mediated through the 
mother. 

The relatively benign attitude of Mr. F., 
did not protect the son against the traumatic 
experience in which the death of the patient’s 
older sister incapacitated the mother in her 
relation to the patient. 

It is interesting that the mothers, in de- 
scribing their husbands, tend to vacillate be- 
tween indicating the husband’s adequacy and 
their dependence upon him, and a sense, 
whether justified or not, that the husband 
is really incapable of fulfilling his role and 
the mothers must either overtly or covertly 
manage the husbands if security is to result. 


SUMMARY 


In keeping with observations reported in 
previous studies, the mothers of the ulcera- 
tive colitis patients had experienced a lack 
of warmth and maternal care. Their moth- 
ers consistently were characterized as cold, 
severe, domineering. They all felt they had 
failed to win love and affection despite seri- 
ous effort to do so. While hostility toward 
their disappointing mothers is apparent, their 
dependency and great sense of insecurity, 
masked by compensatory patterns of inde- 
pendence and_ self-sufficiency, is more 
marked, 

Toward their children, patterns that su- 
perficially seem not unlike those of their own 
mothers are evident, in that they too seem 
to be domineering and controlling mothers. 
Where it has been possible to observe this 
pattern more closely (Mrs. D., Mrs. F. and 
Mrs. A.) it has been seen that this effort at 
control is motivated by deep fear that failure 
will have disastrous consequences. The po- 
tential disaster stems in part probably from 
their own destructive wishes toward the 
child, e.g., Mrs. F.’s death wishes toward 
and fear of the patient’s death. The effort 
at control proves to be unsuccessful and the 
mother suffers the narcissistic pain, anxiety 
and discouragement of a sense of failure in 
her actuai inability to meet the child’s needs 
as her mother had failed to meet her needs. 
Anxiety stems from the feeling of lack of 
support and acceptance by their mothers 
initially and by the later reality of lack of 


supporting figures, chiefly the husband. Mrs. 
E., who had previously cared for 5 children, 
was finally overwhelmed by the brutality of 
the alcoholic father who physically threat- 
ened her life. She unsuccessfully attempted 
to withdraw from the situation entirely. 

The mothers then, are anxious and fear- 
ful persons who desperately and unsuccess- 
fully attempt to control in a situation in 
which they feel adequate support is not ex- 
ercised by dependable parental figures. Their 
anxiety is augmented by their sense of in- 
adequacy to meet demands made upon them 
and by the actual failure to provide for their 
own dependent needs and those of the child. 
The illness of the child eventually serves for 
them as a confirmation of their own inade- 
quacy and of the undependability of the 
environment. 

The role of the father as a factor in the 
determination of the illness is more variable 
than that of the mother. His ability or in- 
ability to emotionally support the mother in 
her maternal role is a basic consideration. 
Some of the fathers failed in this respect, 
but were ill, dependent, relatively incompe- 
tent in solving the problems of practical liv- 
ing. In one instance it was felt that the 
father’s destructiveness was the chief factor 
in rendering the mother incapable of meet- 
ing the child’s needs. 

A relatively benign relationship of the 
father toward the mother and child will not 
necessarily protect the child against illness 
when the mother’s disturbance is dependent 
upon traumatic experience not primarily re- 
lated to the father. Yet the presence of a 
father with qualities favorable for resolving 
the childhood conflicts toward him, in keep- 
ing with normal emotional growth and de- 
velopment, would appear to influence the 
course of the illness favorably. 


A CHARACTERISTIC SITUATION OF STRESS FOR 
THE CHILD WITH ULCERATIVE COLITIS 


The limited capacity of the parents of a 
child suffering from ulcerative colitis to meet 
his needs is repeatedly emphasized in the 
study of all the patients. The children react 
characteristically with efforts to meet their 
own needs. The stressful nature of a typical 
situation, and the reaction to this stress, may 
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be illustrated by the case of David D., Case 
No. 4, and of his mother.*® 


His family situation and parents have been 
briefly described. It may be recalled that the pa- 
tient was conceived as a replacement for an older, 
mentally defective brother who was institutionalized 
when the mother was in the third month of preg- 
nancy. The father, who himself suffered with ulcer- 
ative colitis, was employed by his more successful 
relative in a situation in which he felt depreciated, 
defending himself by pride in the quality of his 
work. David's illness began with bloody diarrhea 
when he was 10 years of age, while at a summer 
camp. His mother had felt quite uncertain about 
permitting him to go, but was persuaded by a friend 
to do so. His symptoms became more severe on be- 
ginning school in September. He was admitted to 
the ward early in January, 1955. The course of his 
illness has been moderately severe, his general con- 
dition remaining good. 

Mrs, D. had reacted to the placement of her first 
son in an institution with depression. She was ap- 
prehensive about the possibility that the patient also 
might be mentally deficient, and during the preg- 
nancy, stopped smoking and carefully watched her 
diet to avoid anything that might possibly be in- 
jurious to the child. She gained 43 pounds during 
the pregnancy. 

During psychotherapy, the mother’s deep con- 
viction of her inadequacy to care for her son and 
her apprehension about this, became apparent. The 
infant had had a persisting diarrhea, beginning at 
the age of 10 days, and colic that persisted for 3 
months. The nurse’s inquiries about the mother’s 
food served to intensify her feelings that she dam- 
aged the child by eating improper food and that her 
breast milk was injurious to him. He was placed 
upon a bottle at age of 3 months. From then on 
he was fed usually with the bottle propped. The 
child cried almost continuously according to the 
mother during the first 3 years. The mother re- 
frained from picking him up to comfort him lest she 
“spoil” him. Later she felt guilty with the feeling 
that she had neglected him. Throughout this try- 
ing period, as well as later, the mother felt the 
father to be constantly critical of her methods of 
handling the child, but he did not offer any con- 
structive help. 

This mother had made great effort to win her 
mother’s affection by helping her in the care of 
the younger siblings. Her efforts were neither 
appreciated, nor rewarded. She concluded that her 
mother thought her stupid because she spent so 
much time with the younger children. Her child- 
hood feeling that her older, more attractive sister 
was the only one loved by the mother continued 
into later life; she felt, too, that this sister’s hus- 
band was the only dependable man in the family 
circle and was strongly attracted to him. 


® Treatment of David was carried out by Dr. 
Melvin Schwartz, Institute for Juvenile Research; 
that of his mother by Dr. F. Lage, Institute for 
Juvenile Research and Healy School, Chicago. 


The mother’s complaint about the father was 
continuous. She recalled how upset he was during 
her pregnancy with the patient, attributing this 
to the fact that she was unable to work and earn 
money while pregnant. The father’s symptoms of 
ulcerative colitis became aggravated when there 
was the possibility that she might again be preg- 
nant. She resentfully recalled the many ways in 
which she was called upon to provide for him, or 
for the family, receiving little support or gratifi- 
cation in return. As example, she supplied the 
bonus required for the rental of an apartment, but 
her husband became ill and had to be hospitalized 
just when they moved into the apartment. In- 
stances in which both her parents failed to offer her 
needed support and encouragement were repeatedly 
stressed. On all sides, she felt deprived and frus- 
trated with respect to her strong dependent needs 
and longings. 

The mother constantly struggled with the feeling 
that she was not capable of meeting the expecta- 
tions of others. This applied equally in her earliest 
feelings about maternal functioning and later ap- 
prehension about her functioning on jobs. She 
often felt overwhelmed by the demands made upon 
her. She expressed the wish, in an exchange with 
her son, that she might change places with him 
and have a nurse care for her and give her enemas. 

The mother’s feelings toward the father were of 
a smoldering hostility that frequently flared into 
open anger, so that there was much quarreling. 
The mother resented what she felt to be her hus- 
band’s effort to control her, while at the same time 
contributing so little to her comfort and security. 
The parents could agree on no common course of 
action even in planning a vacation. Their vacation 
time was spent in fruitless effort to find and agree 
upon rental of an apartment. The mother resented 
the father’s sexual demands, but at the same time 
threatened to “go out with the first colored fellow 
who comes along” when irritated by his nagging. 

The mother was quite incapable of protecting her 
son from any of her anxieties, which at times 
reached the intensity of panic, nor from her rage. 
When the child was 5 years of age, she was un- 
able to cope with her anxiety about a hemorrhoid- 
ectomy she required, so that the child became 
acutely anxious. She fully communicated her 
anxieties about her ability to meet the requirements 
on her job to her son. At the same time, she felt he 
was disappointed if she did not work. Her son 
shared her apprehension and was openly critical of 
her for her failure to keep the house clean, particu- 
larly the kitchen. She was fearful of her own hos- 
tile feeling toward the boy, reacting with great guilt 
and apprehension when she slapped him during a 
visit home. The child was fully exposed to the 
quarrelsome scenes between the parents, tending to 
side with the father. Increased bleeding from the 
bowels was observed at times when the boy was 
exposed to the hostile exchanges between the par- 
ents. The mother felt hopelessly caught between 
the father and son in her fruitless effort to meet the 
demands of each. 
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The patient has been permitted week-end visits 
home, following which his reactions to the contact 
with his parents often became apparent in the suc- 
ceeding therapeutic hours. 


The following summarizes material from 
two brief periods of David’s individual 
therapy hours. 


Following a visit home (in August, 1955), the 
patient evidenced anxiety pertaining to the activity 
of the mother who made anxious efforts to enter- 
tain him. He was under great pressure, trying to 
get in many activities during his visit, but without 
enjoying any of them in a relaxed fashion. He was 
realistically concerned that he would be taxed by 
his parents’ lack of planning. He verbalized the 
feeling that the hospital was more protective than 
his home. At the same time, he was envious of 
what the mother might be doing for other children. 
He expressed concern that if he went out for lunch- 
eon with the therapist something especially good 
would be served that day on the ward. 

The patient expressed concern (a) about the 
mother’s working—she had decided to return to 
work after a considerable period at home—(b) 
about her ability to hold the job as a typist since 
she was out of practice, (c) about her ability to 
get telephone calls through to him, and (d) about 
the possibility of continuance of his mother’s ther- 
apy now that she would be working. He attempted 
to assume responsibility for making arrangements 
about his mother’s therapy hours. 

The patient was concerned about the quality of 
what he would be given, whether food is good or 
harmful, and was concerned about his mother’s 
ability to control this. He reacted to his insatiable 
demands with guilt feeling, expressed in concern 
about the cost of cokes he was allowed to have and 
with guilt feeling about receiving so many toys 
since he had become ill. 

Just before a period of exacerbation in June 
1956, the patient was dealing in his therapy with 
ambivalent feelings in relation to strong oral-recep- 
tive wishes, presenting a defense against fantasies 
of incorporation and being devoured. This was in 
the form of fantasies about the newer fish in his 
aquarium eating the older. An active attitude of 
providing self-protection, fantasies about leadership 
in athletic prowess, and interest in the nature of 
nutritive and other bodily processes were prom- 
inent. Accumulating and conserving were empha- 
sized. At this juncture, following a week-end visit 
home, an exacerbation of physical symptoms oc- 
curred, and David returned to the ward depressed, 
and concerned that he had lost weight though he 
had eaten a lot at home. During the following 
hours of therapy, the nature of this experience be- 
came clear. 

His mother had pressured him at home to eat. 
He resisted, argued, finally yielded, later vomited. 
His father supported him in this argument, but the 
argument then continued in connection with the 
question of who should take him back to the hos- 
pital, First, each parent insisted that he would, 


then insisted that the other take him. David was 
upset by the argument, could not eat. 

The problem of the father’s inability to find 7. 
long-sought apartment for the family had concerned 
David, and his anxiety about this was again 
aroused. David visited an apartment with the 
father, the mother thought the kitchen too small, 
later when the father returned to rent this apart- 
ment the rent had been raised $10.00 per month, so 
that it could not be secured. 

David reported a discussion between the mother 
and maternal uncle about the father’s inability to 
pay rent. The mother spoke in most depreciatory 
terms about the father, commenting on his unwil- 
lingness to get a better job during the war, as she 
had wished him to do. David defended his father, 
stressing the fact that he had worked so hard at 
one job for 30 years. He wished he could help his 
father. 

The mother had complained to David that he 
wanted to do only what he wanted. He wished to 
rest downstairs at his uncle’s home, his mother 
thought he should rest upstairs. She then com- 
plained that he seemed to follow her around rather 
than do things for himself. The confusion as to 
his mother’s expectations of him was apparent. 
One moment she thrust unwanted food at him, 
insisted that he conform to her every demand, then 
complained if he did not act independently. 

Everything had gone wrong over the week-end. 
A scooter he had worked on long and hard broke. 
On Sunday his mother forgot passes for the base- 
ball game; they had to go back home to get them; 
no seats were left at the game, but eventually they 
got some. They stayed for the second game, but 
he was worn out by the third inning and they had 
to leave. 


The child suffering with ulcerative colitis 
is involved basically with a stressful situa- 
tion in which he feels threatened with the 
possibility of being overwhelmed by de- 
mands that overtax his capacities. He ex- 
periences the efforts of the mother to care 
for him, or her lack of so doing, as inade- 
quate to meet his needs. This inadequacy 
of the mother to meet the child’s needs is 
first experienced in infancy, as indicated by 
the many evidences of the mother’s inability 
to respond to the pregnancy and post-preg- 
nancy period with comfort, acceptance and 
security. The biological security of the child 
initially is threatened by her inability to care 
for him. Both mother and child are anxious 
about his survival, and the reactions of both 
to this basic threat are characterized by in- 
tensity and sense of urgency. The child’s 
anxiety and hostility evoked by this failure 
to achieve needed security and gratification 
later is expressed in fantasies about the in- 
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competent and destructive nature of the 
mother and of the dangerous or poisonous 
nature of food provided for him. This ap- 
prehension can be displaced to all persons 
and situations involved in his care. The ini- 
tial and basic apprehension about the mother 
readily extends to the father, particularly 
when the latter in reality does not play a 
decisive role in meeting the mother’s and 
child’s need for security and support, emo- 
tional and material. 

The child’s response to his awareness of 
parental inability to meet his needs, as seen 
in the children under treatment, is concern 
about the practical problems of daily living 
that are not adequately met by parents who 
are inconsistent, indecisive, and vacillating. 
The response is an effort at independence, 
and a striving or overstriving to himself meet 
the needs not adequately met by the parents. 
He attempts to protect and provide for them 
as well as for himself. His overstriving is 
also determined by his effort to meet the de- 
mands of parents who turn to the child for 
accomplishments that would provide them 
narcissistic gratification. This constitutes 
his bid for the approval and love of the par- 
ents, particularly the mother. 

The fluctuations in the course of the ill- 
ness are related to the stress under which 
the child operates in response to the threats 
to his security and to his feeling of success 
or failure in his striving to meet the de- 
mands made upon him. 

During the course of therapy, subjective 
state of depression, sense of inadequacy and 
helplessness can be correlated with increase 
of stress related to current increase of anx- 
iety about the parents’ or the child’s inability 
to cope with typical reality situations. This 
evokes anxiety and hostility toward the par- 
ent that have been experienced many times 
previously in reaction to the earlier indica- 
tions of the mother’s inability to protect and 
provide for the child. Frequently, this state 
of stress is associated with exacerbation of 
physical symptoms, whether of bleeding and 
diarrhea, or of general physical depletion. 
The overstriving of the child suffering with 
ulcerative colitis is really a life-saving ma- 
neuver, since it is evoked by the fantasied 
danger of abandonment to destructive forces, 
maternal or environmental, and by current 


experience implying this same danger. The 
experience is one in which one or both par- 
ents again betray their inadequacy to solve 
a current problem relating to security. This 
is responded to by the child’s compensatory 
effort to assume the controlling parental re- 
sponsibility and/or by augmentation of 
symptoms indicating inability, failure or 
helplessness in attaining a solution. 

Our observations pertaining to the basic 
psychological factors characteristic for the 
child suffering with ulcerative colitis are in 
keeping with the reconstructions made in 
the study of adult ulcerative colitis pa- 
tients. (3). 

They indicate that the pessimistic outlook 
and tendency to give up on the part of the 
adult patient is the end result of a long series 
of childhood disappointments in which he 
repeatedly has experienced the traumatic 
effects of the ineptitudes of the parents, 
initially of the mother, in meeting basic bio- 
logical needs. In the children studied, the 
integrative effort, the defensive pattern of 
attempting to assume responsibility for self, 
and in some measure for the parents, is im- 
pressive. Inability to maintain this effort is 
correlated with onset or exacerbation of 
bowel symptoms, 


SUMMARY 


1. All the mothers of the children suffer- 
ing with ulcerative colitis studied reacted to 
their failure to win the love of their own 
mothers, with varying feelings of inadequacy 
and ineffectiveness about their own maternal 
role, or with defenses against these feelings. 

2. The world is seen by them as a danger- 
ous place in which one survives only by one’s 
own effort. They develop patterns of con- 
trol, motivated by fear of the disastrous con- 
sequences of failure. The efforts are felt to 
be potentially ineffective because of the fan- 
tasied self-deficiency. 

3. Events in the external life, or relating 
to the pregnancy with the child who develops 
ulcerative colitis, are such as to further les- 
sen the mother’s ability to function as a giv- 
ing mother, because of her emotional deple- 
tion and decreased energy. 

4. The pregnancy and period of early care 
of the child is experienced as damaging to 
the mother, undesirable or otherwise reacted 
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to narcissistically, rather than with gratifica- 
tion in meeting the needs of a child. 

5. The illness of the child serves for the 
mother as a confirmation of her own inade- 
quacy and of the undependability of the 
environment. 

6. The father’s ability or inability to sup- 
port the mother emotionally is a basic con- 
sideration. His influence is primarily medi- 
ated through the mother, but it may be a 
principal factor in rendering her incapable 
of meeting the child’s needs. 

7. The indications are that the biological 
security of the child initially is threatened by 
the mother’s inability to care for him. 

8. Fantasies about the inadequate and de- 
structive nature of the mother, and of her 
nurturing effort, express the child’s hostility 
and anxiety evoked by the failure to achieve 
needed security and gratification in his re- 
lationship with her. 

g. As observed in the cases under treat- 
ment, the child’s response to parental in- 
ability to solve problems of living, and to 
meet needs, is an effort at independence and 
a striving to himself meet the needs not ade- 
quately met by the parents. 

10. The overstriving of the child suffer- 
ing the ulcerative colitis is a life-saving ma- 
neuver, evoked by fantasied danger of aban- 
donment to destructive forces, maternal or 
environmental. 

11. Failure in the compensatory effort to 
assume parental responsibility himself is as- 
sociated with augmentation of syrmptoms and 
feelings of helplessness. 
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DISCUSSION 


Georce L. Encer, M.D. (Rochester, N. Y.)—I 
am most pleased to discuss this valuable study, for 
it fills an important gap in our knowledge of this 


disease. It is generally accepted that the relation- 
ship with the mother is of critical importance in 


the psychological development of these patients,’ 


but to date, the information about the mothers has 
come mainly from the patients and it has been diffi- 
cult to know whether the consistency in the descrip- 
tions of the mothers and of the mother-patient re- 
lationship is a reflection of the common psychology 
of the ulcerative colitis patient or whether it truly 
indicated a close similarity among these mothers. 
This study would seem to support the latter. 

Now when we compare the characterization of 
the mothers of my patients, based on information 
obtained from patients, with the grandmothers of 
Dr. Mohr’s patients, based on data supplied by the 
mothers, we find a striking similarity. Indeed, the 
two descriptions could be interchanged without any 
difficulty. This provides a striking confirmation of 
Therese Benedek’s concept that not only does the 
child incorporate conflicts of the mother, but that 
when becoming a mother herself, the same conflicts 
may be reawakened in relationship to her own child. 
It is well borne out in the authors’ direct observa- 
tions of the mothers. Further, these investigators’ 
description of the mothers also fits remarkably well 
with my description of the adult ulcerative colitis 
patient. And, of course, the same dynamics are 
quite obvious in the children with colitis. 

These findings are very similar to Greene’s find- 
ings among children with leukemia and_ their 
mothers. He points out that many of the mothers 
had suffered loss and depression either during the 
pregnancy or early infancy, a finding which seems 
also to have been true in some of the mothers in 
this series. Greene suggests that object loss at this 
time may have a significant effect on the develop- 


ing relationship with the child, who may be dealt - 


with by the mother as a projected image of the 
mother’s lost object. This may seriously limit how 
the child can then relate to the mother since, as is 
clear in both the colitis and leukemia material, the 
child has to assume a surrogate ego role for the 
mother if it is to survive. This greatly intensifies 
the symbiotic part of the mother-child relationship 
and places both mother and child in great danger 
of loss. It is in the setting of loss that the or- 
ganic disease develops. 

This brings me to the last point, namely, what 
determines who, in the chain of generations, is the 
one to develop ulcerative colitis (or leukemia or 
any other organic disorder)? Clearly, from the 
psychological side, one might postulate that grand- 
mother, mother or child might all be equally vul- 
nerable candidates. We can be sure that the one 
father with ulcerative colitis had sought and found 
his mother in his wife. I would be interested in the 
authors’ speculations on this point. My formulation 
follows the conceptual model of Arthur Mirsky 
who postulates a pre-existing biologic determinant, 
developmental psychological determinants, and a 
current external situation. All three are necessary 
and all three must operate together to be the suffi- 
cient condition, 
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A CONTROLLED STUDY OF THE SHORT-TERM DIFFERENTIAL 
TREATMENT OF SCHIZOPHRENIA * 
WERNER SIMON, M.D.? ROBERT D. WIRT, Pu.D. ANNE L. WIRT, Pu. D., 


ALDEN V. HALLORAN, M.S.W., ROBERT G. HINCKLEY, M.D., 
J. BENJAMIN LUND, M.D., ann G. WENDELL HOPKINS, M. D. 


INTRODUCTION 


The number of papers published in the 
past few years on the use of tranquilizing 
drugs has reached several hundred. Most 
reports are of a clinical nature and represent 
the personal impressions of the clinician in a 
certain number of psychiatric patients, with- 
out attempt to control any of the many vari- 
ables which can and do distort therapeutic 
results and make valid conclusions some- 
times impossible. Few controlled studies have 
been reported, although progress in research 
methodology has been considerable. For a 
drug or treatment method to be evaluated 
scientifically today, the use of modern re- 
search techniques is essential. Among these 
are random sampling, an adequately matched 
control series, ratings by a group of inde- 
pendent judges, objective behavior rating 
scales, psychometrics, statistical evaluation 
of results, and the double-blind method in 
drug research.® 


SURVEY OF LITERATURE 


A survey of the literature shows that few 
controlled studies have been attempted and 
published. From these it is at once apparent 
that considerable variability exists with re- 
gard to patient selection, number of patients, 
cross-matching, dosage schedules, clinical 
evaluation, use of different behavior rating 
scales, techniques in the double-blind method, 
and conclusions drawn by the investigators. 
From the evidence available, however, it may 
be stated that chlorpromazine appears to be 
of definite value in hyperactive hospitalized 
patients, and that the drug produces beha- 


1 Read at the 113th annual meeting of The 
American Psychiatric Association, Chicago, IIl., 
May 13-17, 1957. 

2From the Psychiatric Service, VA Hospital, 
Minneapolis, Minn., and the Department of Psy- 
chiatry and Neurology, University of Minnesota 
Medical School. 

3 Acknowledgment: The authors are indebted to 
Philip A. Marks, M. A., for the statistical analysis. 


vioral changes which can be objectively 
measured within 1-4 weeks, as shown by the 
studies of Sommerness, Lucero et al.(1) 
and Winter and Frederickson(2). Whether 
or not chlorpromazine facilitates psycho- 
therapy, needs further study, although New- 
bold and Steed(3) found the drug useful as 
an adjunct because it reduces excessive anx- 
iety. The question of dosage also remains 
unsettled and requires additional investiga- 
tion, some authors(4) recommending mas- 
sive doses, while others(5) favor much 
smaller dosage for effective treatment. The 
effect of the drug in children and the aged 
has yet to be established conclusively by bet- 
ter controlled experimentation. 

Investigations with regard to reserpine in- 
dicate that the initial research done by Kline 
(6) showed promise with particular refer- 
ence to the treatment of schizophrenia. 
While several authors(7) became very en- 
thusiastic, calling the drug “the greatest dis- 
covery in the history of psychiatry,” it fell 
upon subsequent investigators to test its effi- 
cacy further. Better controlled studies re- 
vealed either limited value(8), or showed 
that reserpine has no significant effect on 
the behavior of long-term disturbed schizo- 
phrenic patients, regardless of dosage(9g, 10, 
11). However, there appears to be some 
evidence of tranquilizing properties of the 
drug in psychoses as well as neuroses, and its 
blood-pressure reducing action is well estab- 
lished. 

While several studies(12, 13) favor chlor- 
promazine over reserpine for a more ef- 
fective response in hyperactive behavior, 
no conclusive results have heretofore been 
published comparing these two drugs in 
the treatment of schizophrenia, as tested 
in a controlled, matched study with objec- 
tive, statistically significant multi-dimen- 
sional measurements. Naidoo(14) has com- 
pared reserpine with  electro-convulsive 
maintenance therapy and found it to be 
superior in severely ill, long-term schizo- 
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phrenics. However, his “blind” method of 
clinical evaluation is questioned because of 
the readily observable side effects of the 
drug. Boardman et al.(15), comparing 
chlorpromazine with insulin coma therapy, 
consider chlorpromazine as their treatment 
of choice in schizophrenia in view of the 
shorter hospitalization period, the lesser 
danger and subjective unpleasantness for the 
patient, and the lack of advantage which 
insulin coma therapy appeared to show in 
their investigation. Alexander and Bindel- 
glas(16), on the other hand, recommend 
that treatment with insulin coma or electro- 
shock, when indicated, should not be delayed 
in patients who do not respond to drug ther- 
apy, since they believe valuable time may be 
lost. 

All these reported treatment results will 
have to be confirmed by adequate follow-up 
studies. The difficulties inherent are clearly 
reflected in the insulin follow-up investiga- 
tions of Bond(17). Therefore, any claims 
of chlorpromazine achieving 88% social re- 
missions in schizophrenia, as made by Kin- 
ross-Wright(18), without controls and inde- 
pendent judgments, cannot be accepted with- 
out further research. The magnitude of the 
problem of outcome in schizophrenia, based 
on the natural history of the illness, has been 
brought into sharp focus through the long- 
term follow-up study by Hastings, Hatha- 
way and Bell(19). Serious questions also 
have been raised concerning the value of 
placebo administration in blind, controlled 
investigations by Wolf and Pinsky(20). 
Donnelly and Zeller(21) have called atten- 
tion to their observation that the best remis- 
sion rates have been achieved by the drugs in 
disorders which are episodic in nature and 
are known to be self-limiting in time, and 
that these are the same conditions which 
either remit spontaneously or respond to 
electroshock. We agree with Hoch(2z2) that 
better evaluation of psychiatric therapies can 
be accomplished only by improved methodol- 
ogy, better agreement as to criteria of im- 
provement, more adequately controlled ex- 
perimental design, fewer reports on observa- 
tions of a testimonial nature rather than on 
scientific, factual evidence, and more ade- 
quate follow-up studies. 


EXPERIMENTAL DESIGN 


Nevertheless, many of these studies do in- 
dicate that both chlorpromazine and reser- 
pine are of benefit in the treatment of psy- 
chiatric patients ; but no single research has 
compared the efficacy of both drugs with 
other treatments, with the spontaneous re- 
mission rate, and with each other for one 
pure diagnostic group. Furthermore, no 
study up to this time has employed methods 
of measurement which include such multiple 
approaches as psychiatric evaluation, psycho- 
metric examination, and social case study ; 
and none included an adequate follow-up 
study. We sought to evolve a design which 
would include all of these factors. In order 
to do so, we decided to select all patients 
admitted to the Minneapolis VA Hospital 
with a clear diagnosis of schizophrenic reac- 
tion, without complicating organic findings, 
who had received no previous treatment for 
schizophrenia. All ambiguous cases were ex- 
cluded from the study. 

As schizophrenic patients were admitted 
to the hospital and the diagnosis confirmed, 
they were assigned to one of 4 treatment 
groups on a random basis until 20 patients 
had been included in each of the 4 groups, 
giving us a total sample of 80 patients, none 
of whom had been treated previously for 
schizophrenia. The staff was kept ignorant 
of the order within the random list. The 4 
experimental groups included: 1. clinical 
judgment; 2. chlorpromazine; 3, reserpine ; 
and 4. hospital routine. 

Each patient in the clinical judgment 
group received whatever treatment seemed 
indicated in the best psychiatric judgment of 
the staff and the patient’s physician. All 
treatments in current psychiatric practice, 
such as electroshock therapy, insulin coma 
therapy, psychotherapy, various drugs, etc., 
were available. In effect, this group consti- 
tuted a kind of control group representing 
all current treatment methods, against which 
the results in the drug groups could be com- 
pared. The other control group we called the 
hospital routine group. This group received 
no specific medical or psychological treat- 
ment other than hospitalization. The results 
from the drug groups could be compared 
against the spontaneous remission rate found 
in the hospital routine group. The other 2 
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groups were treated with chlorpromazine 

and reserpine, respectively. The chlorproma- 

zine group received a minimum of 200 mg. 
per day. The reserpine group received a 
minimum of 2 mg. per day. No maximum 
dosage was set by the design. These groups 
specifically were not given any other treat- 
ment during the evaluation period. All 
groups had equal opportunity to participate 
in routine hospital activities, such as occu- 
pational and manual arts therapy, and special 
services programs. 

All patients were studied on admission by 
psychiatric examination. Psychometric eval- 
uation included a behavior rating schedule, 
which had shown validity in studies by 
Moore(23), Degan(24), and Wittenborn 
(25); the Minnesota Multiphasic Personal- 
ity Inventory (MMPI); and the Shipley 
Institute of Living Scale of Intelligence 
(Shipley-Hartford). The social case study 
provided material for ratings on 12 prog- 
nostic factors found to have stability in 
studies by Pascal(26), Schofield(27), and 
others ; 4 social history factors each with 5 
rating scales published from a factor analytic 
study by Beck and Nunnally(28); and a 
scale of occupational adjustment. In addi- 
tion, the usual data of age, education, marital 
status, etc., were recorded for a total of 62 
variables. 

The period of evaluation was set at 30 
days, since the literature indicated that both 
chlorpromazine and reserpine have a measur- 
able effect by the fourth week, and a remis- 
sion which could reasonably be called spon- 
taneous should occur within that period of 
time. After this 30-day period the patients 
were re-evaluated on the measures used at 
admission and were rated on a 9-point scale 
for improvement. A rating of “1” on this 
scale was given for patients who were psy- 
chiatrically worse, a rating of “3” indicated 
no change in the schizophrenic process, a 
rating of “5” was for slightly improved, a 
rating of “7” meant moderately improved, 
and “g” was given for complete remission. 
We considered a rating of about “7” as indi- 
cating sufficient improvement for possible 
hospital discharge. 

These ratings were made by the entire 
research team after a complete review of the 
case by the patient’s therapist and an inter- 


view with the patient by the research group. 
This group included the chief of the psychi- 
atry and neurology service, the chief of psy- 
chiatry, one staff psychiatrist, one staff psy- 
chologist, the supervisor of psychiatric 
social work, and a consulting psychiatrist 
and consulting psychologist. 

Following the 30-day evaluation, we could 
compare the results on all of our measures, 
including the degree of improvement, among 
the 4 groups. After this evaluation, patients 
were given whatever treatment seemed indi- 
cated if they had not improved sufficiently 
for discharge. At discharge the patients 
were again compared on our various meas- 
ures, and one year following discharge were 
evaluated for the final time. Our analysis 
is not yet complete for the discharge and 
follow-up periods, and this report covers 
only the 30-day evaluation period. 


RESULTS 


First we shall examine our sample and the 
tests for actual randomness. A total of 62 
variables were included and 61 of them were 
found to be randomly sampled and normally 
distributed over the 4 groups of patients as 
shown in Table 1. These are: 


TABLE 1 
Age 
Education 
Number of siblings 
Marital status 
Number of children 
Occupational adjustment 
Religious status 
Occupational status 
social history factors 
I 
Days of treatment 
Two MMPI validity scales 
Ten MMPI clinical scales 
Twelve prognostic rating items 
Twenty-three behavior rating items 


Only one variable was not randomly and 
normally distributed over the 4 groups. The 
validity scale K on the MMPI was slightly 
but significantly smaller at the 5% level of 
probability for the clinical judgment group 
and the hospital routine group, than for the 
other groups. However, this deviation from 
randomness has little statistical significance, 
inasmuch as this kind of deviation would 
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happen by chance once in 20 times, and since 
far more than 20 variables were considered, 
the chances of one of them happening by 
chance not to be random is in itself a chance 
occurrence. Clinically the K scale is consid- 
ered allied to measures of ego-strength. Thus 
the 2 control groups could be viewed as 
somewhat “handicapped,” relative to the two 
drug groups, by virtue of their lower mean 
K scale score, while the reserpine and chlor- 
promazine groups could be regarded as inci- 
dentally slightly favored by their higher 
mean K scores. 

The following is a description of the total 
sample of 80 patients: there were 56 para- 
noid, 16 undifferentiated, 4 simple, 2 schizo- 
affective and 2 catatonic schizophrenic reac- 
tions. In terms of means and percentages the 
“average patient” would be described as 
about 31 years old, single, Protestant, having 
had 4 siblings, a fair to good occupational 
adjustment, and having been employed in an 
unskilled or semi-skilled occupation group. 
In terms of the social history factors the av- 
erage patient was said to have had a father 
who was not interested in his child, to have 
suffered from parental lassitude, indifference 
and inadequacy, and to have been rendered 
well-behaved, dependent and helpless outside 
the family situation due to over-protection 
on the part of the parents. The average 
patient had a 12th grade education. Fis 
intelligence was average (mean IQ 103.3), 
but his intellectual functioning was not effi- 
cient (CQ 79.5). The average patient was 
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treated for 32.7 days prior to the first evalua- 
tion. The average MMPI profile is shown in 
Figure I. This profile is characteristic of 
patients having a diagnosis of schizophrenic 
reaction. A patient with such a profile would 
be expected to have a thinking disorder and 
to be anxious, apprehensive and dysphoric. 
In terms of the prognostic ratings, the aver- 
age patient was more active than apathetic. 
He was oriented, extra-punitive, had an on- 
set of illness of at least a year or more, and 
had mild stress precipitating his illness so 
common as to be considered ordinary life 
stresses. The average patient was rated as 
having had poor deportment in school. In 
his hospital adjustment he tended not to be 
passive or conforming. He had had pre- 
vious episodes of emotional difficulty, not 
diagnosed as schizophrenia, and had ideas of 
reference prior to his admission to the hos- 
pital. The behavior rating schedules show 
that on admission the average patient was 
delusional, hallucinatory, shut-in, and had 
ideas of reference and disturbances of thought 
and speech. 

In the chlorpromazine group the highest 
dosage of the drug given was 1200 mg. per 
day, with an average dose of 400 mg. per 
day. For the reserpine group the largest 
amount was 16 mg. per day, and the average 
dose was 6 mg. per day. The clinical judg- 
ment group received the following types 
of treatment: 6 patients had insulin coma 
therapy with an avcrage of 19 treatments, in- 
cluding 10 comas. One of these patients 
received small doses of chlorpromazine 
concomitant to the insulin. Three of these 
patients were in intensive individual psycho- 
therapy, and the other 3 were given suppor- 
tive psychotherapy in addition to insulin. 
Electroshock therapy was given I1 patients, 
4 of whom received chlorpromazine in addi- 
tion to EST. The number of treatments 
ranged from 4 to 12, with an average of 8 
grand mals. Two of the EST patients were 
in intensive psychotherapy, while 6 were 
given supportive therapy. One patient was 
carried on reserpine and supportive psycho- 
therapy, one received chlorpromazine and 
supportive psychotherapy, and another pa- 
tient in this group was treated with inten- 
sive psychotherapy plus chlorpromazine. 
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On 30-day evaluation our results were as 
follows: 


1. Behavior Ratings 


The behavior rating scale numbered 23 
items. An individual’s “score” could vary 
therefore from o to 23. Each patient was 
rated on admission and re-rated after 30 
days of treatment. On admission the average 
number of symptoms checked for all pa- 
tients was 6.3. At the time of the 30-day 
evaluation this figure was 4.8, which is sig- 
nificant at the 5% level. Thus all patients 
showed some average decrease in behavioral 
symptomatology. Considering the 4 groups 
separately, the figures are shown in Figure 2. 
The clinical judgment, the chlorpromazine 
and the reserpine group all show a statisti- 
cally significant degree of improvement, 
while the hospital routine group does not. 
The symptoms which decreased with statis- 
tical significance over the entire 80 patients 
were hallucinations, homicidal tendencies and 
manifest anxiety. The occurrence of some 
of these symptoms was not frequent to begin 
with, but even so they decreased more than 
other symptoms. Obviously, these three 
symptoms are of a kind which would lead to 
hospitalization. Homicidal tendencies oc- 
curred in 15% of our patients on admission, 
and in 3% at evaluation; hallucinations in 
55% on admission and in 31% at evaluation ; 
while manifest anxiety was observed in 41% 
of our patients on admission and in 20% 
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after 30 days. It should be mentioned that 
some symptoms, such as euphoria, destruc- 
tiveness and disorientation, could not show 
statistically significant improvement after 30 
days, since they occurred so infrequently at 
the time of admission. 


2. Improvement Scale 


This represents the major finding of our 
study. Evaluation after 30 days revealed an 
over-all difference between all groups, com- 
pared with the time of admission, which was 
significant at the 1% level. Thus the degree 
of total improvement could not have oc- 
curred more than once in a hundred times by 
chance. The improvement scale ratings for 
the 4 separate groups are shown in Figure 3. 
Both the clinical judgment group and the 
chlorpromazine group were significantly im- 
proved over the reserpine and hospital rou- 
tine groups, at the 1% and 5% level, respec- 
tively. The chlorpromazine group and the 
clinical judgment group are not significantly 
different from each other. The reserpine 
group and the hospital routine group are not 
significantly different from each other either. 
One could conclude from this result, then, 
that after 30 days of treatment reserpine is 
no better than hospital routine, and clinical 
judgment is no better than chlorpromazine. 
For the short-term treatment of one month 
in schizophrenia the value of chlorpromazine 
over reserpine is definitely shown. 
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3. Psychometrics 


The Shipley-Hartford was used to esti- 
mate IQ. It was administered before treat- 
ment was begun and after 30 days of treat- 
ment. For the total group the results were as 
follows: on admission the average IQ was 
103, with a range of 70 to 141; on evaluation 
the average IQ was 110, with a range of 75 
to 141. Over-all there was a slight gain in 
the average mean IQ, and the range nar- 
rowed somewhat. The Conceptual Quotient, 
which is an estimate of intellectual efficiency, 
increased on the average, but remained be- 
low the optimal level. These changes, how- 
ever, are not of statistical significance. 

The average admission MMPI profile for 
all 4 groups was shown in Figure 1. It is a 
profile characteristic of a schizophrenic reac- 
tion. The average admission and 30-day 
evaluation MMPI profiles for each of the 
4 groups are shown in Figures 4, 5, 6 and 7. 
You will note that none of the 4 groups of 
admission profiles differed from the average 
admission MMPI profile of the total group 
of 80 patients. 

The Clinical Judgment Group.—This 
group is greatly improved in their MMPI 
performance after 30 days of treatment. 
Every clinically important scale shows some 
lowering in elevation. The changes are sta- 
tistically significant on the following scales: 
the F scale, the Hypochondriasis scale, the 
Depression scale, the Hysteria scale, the Par- 
anoia scale, the Psychasthenia scale, the 
Schizophrenia scale, the Social Introversion 
scale. The scales not showing significant 
change (Psychopathic Deviate, Masculinity- 
Femininity, and Hypomania), are those 
which would be least expected to change, 
since they are measures of attitudes and 
character, more than they are measures of 
symptoms, mood and emotional or ideational 
disturbance. The MMPI results show that 
marked benefit resulted from the type of 
treatment given the clinical judgment group. 
The average evaluation profile would not be 
considered schizophrenic in type, although 
it would suggest some psychological discom- 
fort. 

The Chlorpromazine Group.—As a group, 
these patients also seem improved, as re- 
flected in their MMPI performance, but they 


The Minnesota Multiphasic Personality Inventory 
PROFILE CHART 


Hy D Hy Py Mp Py Py Mg Sj 
85 
80 
75 
70 \ 
w 65 ALS A \ 
N 
sop 
4s|—# 
40 —— Admission Profile |= 
Evaluation Profile 
35 


Clinical Judgment Group 


Fic. 4 


are not as much improved as the patients in 
the clinical judgment group. The only major 
significant change is in the Paranoia scale, 
indicating that after 30 days of treatment 
with chlorpromazine these patients did not 
say as many obviously psychotic things about 
themselves. The profile, however, is still 
schizophrenic in type. 

The Reserpine Group.—Here the MMPI 
at evaluation shows very little change over 
the admission profile. The only scale to de- 
crease significantly is the Social-Introversion 
scale. This result would suggest some im- 
provement in socialization and degree of 
comfort with other persons. The profile 
continues to be schizophrenic in type. 
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The Hospital Routine Group.—tIn this 
group, no MMPI scales showed significant 
change. There is, as in the other group pro- 
files, a slight decrease in absolute scores. 
Such a decrease has been found by Rosen 
(29) to be characteristic of a re-test in a 
hospital population. The profile remains 
schizophrenic in type. 


4. Prognostic Factors 


It is noteworthy that of the total group of 
80 patients only 15 showed moderate im- 
provement to complete remission, while 30 
failed to improve or were rated as worse. 
The remaining 35 patients were rated as 
minimally to slightly improved. Thus we 
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had twice as many patients unimproved as 
showing definite improvement. 

In comparing previous occupational ad- 
justment in these 2 groups, we found that 
the unimproved patients had the least satis- 
factory, whereas the improved group had a 
better occupational adjustment. 

When the social history factors in the two 
groups were compared, there was strong 
evidence that patients who improved had 
over-protective mothers, while those who 
did not improve had disinterested and pro- 
miscuous or debauched fathers. A history 
of being studious and well-behaved during 
school years was associated with a tendency 
toward lack of improvement, whereas “kick- 
ing up one’s heels” in school tended to be 
prognostically good, as has been shown in 
other studies(27). Mothers who could be- 
come angry, and otherwise were considered 
inconsistent in their discipline, tended to be 
prognostically better. Perhaps their children 
were more likely provocative, rather than 
withdrawing in type. 

Of the 12 prognostic rating items, only 2 
were found to be statistically significant, and 
these were in agreement with findings by 
Pascal, et al.(26). Improved patients had a 
relatively precipitous onset and a shorter du- 
ration of illness, whereas unimproved pa- 
tients had a relatively insidious onset and a 
longer duration of their illness. Practically 
all our patients had only minimal precipitat- 
ing stress. This could be interpreted to mean 
that minor ordinary stresses in life can pre- 
cipitate schizophrenia because the ego of the 
schizophrenic is not strong and mature. Or 
it could also be argued that stress of these 
types is not a factor at all in this disorder. 

In summarizing all these prognostic indi- 
cators, one might say that with 30 days’ hos- 
pital treatment, the patients who had a 
greater tendency to improve had good em- 
ployment records, had protective possessive 
mothers, did not have disinterested, promis- 
cuous or debauched fathers, had an acute 
onset with minimal precipitating stress, and 
a short duration of their illness prior to 
admission. 


DISCUSSION AND SUMMARY 


Our results suggest that those treatments, 
including the new drugs, which after careful 
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diagnostic study are specifically prescribed 
for the unique needs of the individual pa- 
tient, are the best treatments. Thus the clini- 
cal judgment group revealed the relatively 
most favorable treatment results, as indi- 
cated by the behavior ratings and the clinical 
improvement scale, and especially the MMPI 
findings, which reflect a far greater quantita- 
tive relief from symptoms than in the other 
3 groups. Therefore we consider it pre- 
mature to discard such treatments as insulin 
coma, electroshock and psychotherapy, in 
favor of the tranquilizing drugs, as has been 
recommended and has become actual prac- 
tice in many hospitals. However, what is an 
even more impressive finding, is that this 
study re-emphasizes (at least for short-term 
treatment) that schizophrenia is exceedingly 
resistant to any form of treatment, and also 
that in some cases whatever treatment is used 
results in some slight improvement. AIl- 
though we find twice as many patients un- 
changed or worse after 30 days, as are mod- 
erately or greatly improved, the average 
rating for all groups shows slight improve- 
ment regardless of method of treatment 
used, including the use of no special therapy 
at all. Beyond this our results indicate that 
chlorpromazine, a relatively inexpensive and 
easily administered form of treatment, does 
almost, but not qt ite as much, good for the 
short-term relief of symptoms, as do the 
more intensive and complex therapies such 
as insulin coma, electroshock and psycho- 
therapy. We also find that reserpine, in this 
period of time, has little more beneficial ef- 
fect than hospitalization alone. It will re- 
main for subsequent phases of our study, by 
analyzing our discharge and follow-up data, 
to determine the longer range responses to 
all of these techniques. 

Our findings suggest that regardless of the 
type of treatment given, some factors are 
more indicative of prognosis than others. 
These confirm earlier reports that rapid on- 
set with short duration is prognostically 
favorable, as is a good former occupational 
adjustment, and that those patients with suf- 
ficient ego strength to act out in their envi- 
ronment appear to have a better treatment 
probability than those who react with with- 
drawal and conformity. Furthermore, in our 

study, those patients whose early life was 


beset by hostile and rejecting fathers are 
least likely to recover, while those with 
mothers who, though inconsistent in their 
training methods, were nonetheless sources 
of protection and strength, have favorable 
prognoses. However, for this short period 
of time, many factors long believed to be 
prognostic do not have value. 

Finally, we find some consistency in our 
data. The patients who improve show the 
improvement in many aspects: in psycho- 
metric tests, in ward behavior, and in clini- 
cal interview ; while those who remain most 
schizophrenic fail to show demonstrable im- 
provement in any of these areas. 
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DISCUSSIONS 


NaTHAN S. Kune, M.D. (Orangeburg, N. Y.). 
—In this paper a statement in the introduction 
reads: “For a drug or treatment to be evaluated 
scientifically today, the use of modern research 
techniques is essential. Among these are random 
sampling, an adequately matched control series, etc.” 
Their survey of the literature points out some of 
the defects in other studies. Even with this knowl- 
edge the authors are aware, I am sure, that some 
aspects of their study were less adequate than they 
would have desired. I will not refer to the one- 
month duration which is less than the time recom- 
mended by most authors for really meaningful 
changes to occur, nor will I discuss the dosage level 
which is below the generally accepted level (1.¢., 
the one I believe is necessary) for effective action. 
Also, I will not make the point that these drugs 
are not generally accepted as useful for all types of 
schizophrenia but primarily for agitated, excited 
behavior and the authors have not so selected their 
patients which is like evaluating the effectiveness of 
aspirin in patients who do not have fever or pain. 
Nor is it necessary to point out the skewed distri- 
bution of VA patients because of prior selection 
for eligibility in the the armed services. 

I would like to point out the variables which we 
know to be minimal and the minimum requirements 
for such a study as Dr. Simon, et al, have under- 
taken. 

1. Social service studies should be undertaken 
with respect to all potential candidates for a study 
since if patients do improve enough to return home 
there must be a place for them to go and this must 
be determined in advance or there will be left pa- 
tients who can only be listed as “well enough to 
leave the hospital but cannot be placed.” 

2. Complete physical (including laboratory ex- 
amination), psychiatric, and psychological examina- 
tions must be done not once but over a period of 
months to establish an adequate baseline by which 
to judge future reactions. 

3. The minimum number of patients in a group 
for large-number statistics is 30. The authors have 
used only 20 per group. To have 30 patients in 


each group means there should be 120 instead of 

80 patients. We know that excited, agitated patients 
do better than quiet ones so equal groups of each 
type of patient should be included—this will raise 
the total number of patients to 240. Controls will 
be needed for both the excited and the non-excited 
patients which will raise the total number by 25% 
to a total of 300 patients. 

We know that the ratio of side effects has about 
a 3:1 female-male sex ratio. The present study is 
therefore biased on this subject and a comparable 
group of females must eventually be done, raising 
the number of patients to 600. There is evidence 
that reserpine works best on patients hospitalized 
2 to 5 years so that the comparison does not allow 
the drug to be tested under optimum conditions. 
To do this would raise the number to 1,200 patients. 
If careful experimental design is used there are 
techniques by which this could be reduced to half 
or even slightly less. There undoubtedly exist a 
great variety of other variables, not all of which 
could be handled by analysis of variants. The ages 
of the patients, the relationship between past social 
history, drug used and therapeutic response, to give 
only one example, are not described or investigated. 
The morphology of the patients, their marital status, 
their ethnic background, etc., are not referred to. 

4. The patients after being followed for the mini- 
mum 6-month observation period should be given 
the benefit of at least one year of treatment (some 
of our chronics have required 2 years). One month 
is brief—I would hate to have my own psychothera- 
peutic ability evaluated on the basis of one month 
of treatment. A post-treatment period of observa- 
tion is mandatory since we have observed that in 
reserpine, and others have found the same true with 
chlorpromazine, there is frequently a therapeutic 
lag, i.e. the patient shows his most significant im- 
provement in the month following the withdrawal 
of medication. 

5. Of those patients who are discharged: is their 
remaining out of the hospital more than extension 
of hospital care? Again, social service investigation 
is essential. Again, a battery of social workers aug- 
mented by psychiatric interview-follow-up is essen- 
tial. 

6. I have not even mentioned the batteries of 
psychological, physiological, biochemical and other 
data which would appear desirable (at least to the 
psychologists, the physiologists, and the biochem- 
ists). 

7. Techniques of statistical analysis must then be 
applied to the total data. 

The authors have moved from the usual study 
which is only perhaps 5% adequate to an investiga- 
tion which is perhaps 7% adequate. This is not the 
most important thing, however—what is important 
is the awareness of the inadequacy of our present 
techniques and the effort to do something to improve 
conditions. 


Lester H. M.D. (Burlingame, 
Calif.).—This study proposes to compare various 
therapeutic methods in comparable groups of previ- 
ously untreated schizophrenic patients under con- 
trolled conditions, and to do this after a 30-day 
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period of treatment. Therein lies my principal criti- 
cism, as it is virtually impossible to determine the 
efficiency of any type of treatment in schizophrenia 
within the short span of 30 days. 

In order to evaluate and compare various methods 
of treatment, each method must be applied in such 
a fashion as to extract its full potential. There are 
limits beyond which any specific treatment should 
not be extended but, short of this, it must be ap- 
plied as vigorously and for as long a period as is 
necessary to obtain the desired result. 

It is generally recognized that in the case of ECT, 
treatment should not be abandoned as incapable of 
bringing about a full remission until at least 20 
treatments have been administered over.a 7 to 9 
week period, and that even more intensive and pro- 
longed treatment is often indicated. In contrast, the 
11 patients who received ECT in this study were 
given only 4 to 12 treatments and averaged only 8. 

The accepted practice in regard to insulin coma 
therapy is to consider an adequate course one which 
requires 9 to 11 weeks and comprises 50 comas. 
Furthermore, if the clinical course does not appear 
to be satisfactory by the time the 25th or 30th coma 
is reached, this serves as an indication to combine 
ECT with insulin coma therapy. In contrast, the 
6 patients given insulin coma therapy in this study 
averaged only 10 comas. 

Even under the most optimal conditions treatment 
results in schizophrenia leave something to be de- 
sired, and every possible step should be taken to 
insure that the chosen therapeutic method is fully 
exploited. This is particularly true in the case of 
chlorpromazine, where experience has taught that 
in many patients the dosage necessary to effect rapid 
and sustained improvement cannot be reached, or 
maintained, without producing distressing and in- 
capacitating side effects, and that adequate dosage 
is impossible to achieve unless ancillary medications 
are utilized to combat these undesirable side effects. 
If a clinical remission is not forthcoming at levels 
such as the average of 400 mg. or maximum of 
1,200 mg. per day used in this study, more vigorous 
treatment is in order. Dosage must be raised until 
the desired clinical response is obtained or the pa- 
tient’s tolerance is reached, this tolerance being 
meanwhile boosted by the concomitant administra- 
tion of stimulants, anti-parkinson agents and other 
compounds to control troublesome side effects. It is 
only with dosage regulated according to this “as 
vigorous as necessary” principle, which in certain 
patients, might require double the maximum dosage 
used in this study, administered for double the 
length of the study, that it is possible to ascertain 
the full limits of the therapeutic effect of chlorpro- 
mazine. In this connection, it is interesting to note 
that the total dosage advocated over a 38-day period 
in the reference (4) quoted in this paper as recom- 
mending “massive” chlorpromazine dosage is equiv- 
alent to the amount which might be required over a 
4-day period of “as vigorous as necessary” therapy. 

Reserpine therapy is inferior to chlorpromazine 
and has been abandoned to a considerable extent by 
those in the vanguard of psychopharmacotherapeutic 


research. However, more prolonged administration 
would be desirable with slightly higher dosage than 
the average of 6 mg. daily used in this series, before 
concluding that the treatment is “no better than 
hospital routine.” 

Despite these criticisms this study is an important 
one. Controls are established, a variety of vali- 
dating techniques is utilized and follow-up studies 
are being conducted. From it will be forged a 
strong link in the chain of knowledge regarding 
treatment and research in schizophrenia. 


Wexver Simon, M.D. (Minneapolis, Minn.).— 
I appreciate the stimulating comments of Drs. Kline 
and Margolis. Our research group does not share 
Dr. Kline’s belief regarding the inadequacy of our 
present-day techniques in doing fruitful research. 
Dr. Kline does not seem to be familiar with modern 
statistical methods; e.g., small sample statistics. 
Our data have been analyzed using statistics ap- 
propriate for our samples. If Dr. Kline had read 
our study more carefully, he would have found that 
repeated psychiatric and psychological examinations 
had been done, and that age and social history fac- 
tors, as well as marital status, were indeed investi- 
gated. As indicated in our paper, follow-up evalua- 
tions were included in the design, but have not 
been completed. Our research patients received the 
same attention with regard to discharge planning 
and post-hospitalization care as is given all our 
patients. It is claimed by Dr. Kline that reserpine 
is most effective in excited, agitated patients who 
have been hospitalized 2 to 5 years, although it has 
been shown in well-controlled studies by Sommer- 
ness, Lucero and others(9, 10) that the drug does 
not effect a behavioral improvement in hyperactive 
chronic state hospital patients. Dr. Kline admits 
that frequently there is the “most significant im- 
provement” in patients following the withdrawal of 
reserpine. Is this possibly a sign that the drug is 
not effective and that patients are better off without 
it? 

We agree with Dr. Margolis that our 30-day 
period of treatment was an arbitrary limit and not 
long enough to determine the outcome of a com- 
plete course of treatment. However, in our setting 
we felt we could not justifiably withhold indicated 
treatments from our patients longer than 30 days. 
Prepaid insurance plans (e.g. Blue Cross) also often 
impose the same limitations for patients in private 
hospitals. We thought it was more important to 
control length of treatment, in order to make valid 
statistical comparisons with spontaneous remissions 
occurring in the Hospital Routine group. Dr. 
Margolis advocates pushing chlorpromazine to the 
toxic level in the treatment of schizophrenia. We 
see no particular value in this, because to expose 
patients to severe toxicity does not necessarily 
achieve the desired clinical response in improving 
schizophrenia, but may lead to a shift in emphasis 
away from the treatment of schizophrenia toward 
combating the toxic side-effects. However, we agree 
with Dr. Margolis that reserpine is inferior to 
chlorpromazine, and believe that we have objective 
evidence to that effect in our study. 
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In order to formulate principles of psy- 
chotherapy, data from individual instances 
must be organized in accordance with a given 
systematization of human psychology. With- 
out this obvious procedure it will not be pos- 
sible to state whether a given psychotherapy 
will be rational or metaphysical. Even in 
psychoanalysis where therapy has the status 
of formal discipline, there are many discrep- 
ancies between theory and practice which re- 
main to be clarified. Research methods which 
combine non-psychoanalytic disciplines with 
psychoanalysis in the investigation of trou- 
bled human behavior and its psychotherapy 
have been especially valuable, such as, for 
example, the direct observation of infants 
and children along with psychophysiological, 
psychosensory and psychosomatic research. 

There are many difficulties in verifying 
data of psychotherapy and in supporting a 
given hypothesis by means of which the data 
are selected and given strategic significance. 
Prominent among these is the difficulty and 
perhaps impossibility of designing so-called 
classical experiments. Statistical studies cor- 
relating both a psychotherapeutic procedure 
and a physiological illness with results can- 
not be made satisfaciorily in our present 
state of uncertainty and lack of agreement 
about the definitions of the variables in- 
volved. Ever present also is the methodo- 
logical question as to whether or not the con- 
tents of the therapy of a given individual 
should constitute the data, in which case we 
have innumerable items of information; or 
whether only the total situation, #.e., an indi- 
vidual case, may be admissible as a datum, in 
which case the sparseness of our information 
causes it to be trivial. In this connection it 
is pertinent that the far reaching impact and 
diffusion of psychoanalysis were based on the 
study of a relatively small number of pa- 
tients. 

1 Read at the 113th annual meeting of The Ameri- 
can Psychiatric Association, Chicago, IIl., May 13- 
17, 1957. 

2 Professor of Psychiatry, University of Colorado 
School of Medicine and Chief, Division of Psycho- 
somatic Medicine, Colorado General Hospital. Ad- 
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The general tendency, however, is to ac- 
quire that quality and quantity of informa- 
tion which will have a high order of internal 
consistency within a given frame of refer- 
ence. This is most commonly done by the 
clinical method of psychoanalyzing patients. 
Recently, experimental methods have been 
used based on repeated observation of seg- 
ments of mental processes such as percep- 
tion, various auditory and visual recording 
devices, multiple observers, and suggestion, 
to mention a few. It should be emphasized, 
however, that such efforts to make psycho- 
therapy rational seek to establish verifiability 
and validity within a relatively closed system 
such as psychoanalysis * and that it was the 
hypotheses and theories of psychoanalysis 


% Such shortcomings in our comprehension of 
the therapeutic process are not limited to psychiatry. 
How often can we say that theory and practice 
among the non-psychiatric specialties are thor- 
oughly consistent? It might be further asked, how 
many specifics in therapy do we have for the vast 
array of entities listed in our standard nomencla- 
ture? There was a period when insulin in rela- 
tion to diabetes was considered by some as a model 
for the comprehension of a disease and its specific 
treatment. With time, however, the prematurity of 
this conclusion has become all too apparent. Even 
those drugs which empirically have established their 
value, such as digitalis and quinine are not specific 
and, in any case, their origins in relation to medi- 
cine are steeped in magic and fantasies remote from 
present day theory. 

Our knowledge of hormones, vitamins, antibiotics 
and chemotherapeutic agents is so recent as to be 
associated in time with our own generation. Yet, 
their applications to treatment are also still largely 
empirical rather than specific. If, in addition to 
psychotherapy and pharmacotherapy, we consider 
the other 2 major categories of treatment—namely, 
surgery and so-called milieu therapy—I think we 
are compelled in all humility to admit that all suffer 
the same critical gaps between theory and practice. 
Moreover, these 4 modes of therapy are so inter- 
dependent and intertwined it can be justifiably de- 
clared that the professed application of any one of 
them to a patient, of necessity, involves one or 
more of the others regardless of the conscious 
awareness of the therapist and of his expressed in- 
tentions. Consequently, the limitations of any one 
mode of therapy become burdens to be shared by 
the others. The patients to be described later 
clearly demonstrate this. I believe such propositions 
are true regardless of whether one’s outlook is nar- 
rowly biological or narrowly behavioral. 
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that operationally directed the research in 
these non-psychoanalytic areas(1). 

Another and exceedingly valuable proce- 
dure would be based on the development of 
alternative explanations derived from non- 
psychological disciplines such as general phys- 
iology, biophysics and communication theory. 
To be specific, the psychoanalytic construct 
or theory of “the unconscious” makes it pos- 
sible to classify meaningfully a vast quantity 
of human psychological data. The validity of 
this procedure, however, would be immensely 
strengthened if an alternative theory based 
upon organic biological mechanisms could be 
formulated so that there would be no contra- 
diction. The fact that compatibility between 
different disciplines can be established makes 
it possible to economize both in the quantity 
of data to be obtained in any one discipline 
and in the number of hypotheses required. 
In accordance with this latter concept I shall 
discuss both the psychological and the 
physiological data derived from the observa- 
tion of therapy—first, to demonstrate the 
compatibility of explanations in both areas 
and, second, to achieve an essential economy 
of explanation. 

I have often compared the analysis of a 
treatment procedure to the analysis of a 
crude alkaloid whose administration has 
proven to be empirically effective. Just as 
we seek to isolate the various active ingredi- 
ents in our crude drugs with the goals of 
purifying or synthesizing tl m, so do we de- 
sire to identify the essential factors in the 
total therapeutic procedure, in order that we 
may establish their reproducible properties 
and limitation. 

The nature of that therapeutic and pos- 
sibly metaphysical ingredient known as the 
art of medicine has always challenged me. 
Over 10 years ago, I found it possible to re- 
port a tentative synthesis of empirical obser- 
vations and speculation(2), much of which 
is incorporated here. Prior to this, Lawrence 
Kubie and I had acquired certain background 
experiences in several investigations on the 
role of drugs in states of dissociation and 
in the therapeutic process(3). We included 
studies of the phenomena of suggestion and 
of the nature of the hypnotic process(4). In 
brief, from our observations and experi- 
ments we were able to crystallize the prin- 


ciple that within certain limits physiological, 
pharmacological and biochemical predicta- 
bility in the human being was variably in- 
fluenced by psychological factors such as 
transference, affects and perceptual proc- 
esses. 

My more specifically directed studies be- 
gan with observations on physicians who 
were treating hospitalized patients with 
chronic relapsing and remitting diseases(3). 
As you know, this group of illnesses has 
come almost traditionally to be known as 
psychosomatic. With the growing popularity 
of Selye’s terminology of stress concepts 
they are also often designated as diseases of 
adaptation (6). 

It became apparent that the capacity to 
display the art of medicine was a charactero- 
logical asset in the personality of a given 
physician. It consisted of great tolerance for 
the characteristic irrational and regressed be- 
havior of sick people; an intuitive skill in 
the timing of speech and action leading to the 
enhancement of the dependency and coopera- 
tion of patients ; and an ability to carry with 
grace the role of omnipotence and omnis- 
cience imposed upon them by their pa- 
tients(5). 

It is notable that many of the great physi- 
cians of the past have described their meth- 
ods of treatment. Their successes were often 
ascribed to drugs and procedures which to- 
day are regarded as ineffectual and, hence, 
are not used. For the past century (regarded 
by some as the era of scientific medicine) 
many doctors appreciated their patients’ emo- 
tional factors and in their published clinical 
studies never failed to list them in the ter- 
minology of their time. The papers of Ad- 
dison, Bright, Hodgkins and Gull are bril- 
liant expositions of this kind(7). 

There were a few physicians who wrote 
on the psychological management of organic 
disease. Outstanding among these was Weir 
Mitchell(8). He was the most specific in his 
recommendations and in the description of 
the details of his method of treatment. He 
was dedicated to the influencing of “fat and 
blood,” by which he meant malnutrition and 
anemia. His patients were put to bed, given 
continuous care in the form of constant at- 
tention to food, rest, sleep and environment. 
It was apparent that his extraordinary au- 
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thoritarian behavior was generally inter- 
preted as the highest form of benevolent 
omnipotence. 

The recurring relapses and remissions, and 
the fluctuations within each of the phases of 
these sicknesses in effect provided us with 
multiple experiments in nature on a given 
individual (9g, 10). 

At this point I should like to state declara- 
tively those principles of therapy which the 
rest of this paper will illustrate and elaborate. 
These are: 

1. Affects, moods or emotions are psychophysio- 
logical states which tend to augment or decrease 
pathophysiological states. 

2. The interaction of physiologic doses of phar- 
macological agents with certain affects may be 
synergistic or antagonistic. 

3. A patient reacts to his disease, to his treat- 
ment and to his physician with manifest psycho- 
logical, cultural and, for want of a better term, 
psychophysiological regression. Where the regres- 
sion is not manifest there are obvious pathological 
efforts of the patient to obscure it. 

4. By means of iatrogenically induced regression 
it is possible to alter existing affects or mood states 
and to bring about new ones. 

5. The bodily functions which are psychophysio- 
logically excited or inhibited by the regression or 
the defenses against it either increase or oppose 
the pathophysiology of the disease. 


The methods of observing the characteris- 
tics and properties of patient reactions and 
of patient-physician interaction consisted es- 
sentially of deliberate modifications of the 
timing, duration, and intensity of the factors 
in the treatment situation. Over a period of 
time these experimental steps and maneuvers 
formed into a plan of comprehensive man- 
agement which was designated as “anaclitic 
therapy”’(5). The term “anaclitic” is bor- 
rowed from Freud who used it in two senses: 
first, to designate the dependency of infantile 
instinctual needs upon certain ego functions 
and, second, to identify some special qualities 
in the infant’s relationship with its mother 
(11). With usage the term has been enlarged 
in its meaning so that it now also applies to 
the general period of early infant life when 
anaclitic relationships are first established. 
For example, the term “anaclitic depression” 
used by René Spitz refers to a special kind 
of infant depression characterized by vary- 
ing degrees of apathy to bodily and interper- 
sonal needs and to their gratification(12). 

We chose to use the term “anaclitic”’ ; first, 


because of its historical connection with 
Freud ; second, because of its meaning ; and, 
third, because it emphasizes the psychoana- 
lytic frame of reference in terms of which 
our investigation was formulated and our 
empirical observations were systematized. 

I have described anaclitic therapy else- 
where(5) as 


. a common sense approach consisting of kind- 
ness, tolerance, indulgence, allaying of anxiety by 
any available trial and error means, demonstrative 
friendliness and reassurance, deliberate omniscient 
and omnipotent behavior of the doctor for the pur- 
pose of enhancing confidence in him, total somatic 
care in terms of nutrition, medication, hygiene and 
agreeable environment. The deliberate induction 
of insight into the unconscious mental processes of 
the patient is not attempted. 

The therapist assumes a role of total permissive- 
ness and all discipline or compulsory formalities are 
dispensed with to the greatest possible extent. In- 
stead of formal, scheduled daily visits the therapist 
seeks out the patient wherever he is several times 
a day. The guiding principle of this frequency is 
analogous to that of the “demand feeding” schedule 
of infants. Physiological needs of hunger, thirst, 
the excretory functions, fondling, rest, sleep, and 
play are anticipated and indulged. Food may be 
prepared and served by the therapist, usually in the 
form of high caloric milk mixtures. It is available 
on demand and often is given to the patient by his 
therapist. The patient is touched and handled, areas 
of pain and discomfort are massaged and stroked. 
The therapist is actively comforting and reassuring 
with an attitude of omniscience and omnipotence. 
He is available to the patient at all times. The ac- 
tivities of nurses, attendants, family—in fact, all 
personnel—and the administration of somatically 
directed therapy are represented as being under the 
direct control and supervision of the therapist. 


To summarize in psychological terms the 
principles upon which anaclitic therapy is 
based, we can say first, that the pleasure prin- 
ciple is emphasized rather than what might 
be called the reality principle. Second, maxi- 
mum expression of affects is encouraged and 
accepted as indications for adaptive and cor- 
rective responses on the part of the therapist. 
The latter seeks to decrease this psycho- 
physiological behavior not by suppressive ex- 
hortation, but by dealing with the need asso- 
ciated with the affect. Thus, the patient is 
maintained in that state of psychophysiologi- 
cal equilibrium which follows the continuous 
gratification of needs. Third, every effort is 
made to allay anxiety and its somatic equiva- 
lent, pain. Fourth, these physical and emo- 
tional gratificatjons are offered continuously 
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without any indications that they were re- 
quested or required by the patient, and de- 
spite his ambivalence, phobic reactions, 
anxiety, hostility, and guilt. As our experi- 
ence grew we realized that this latter prin- 
ciple could not be stressed strongly enough. 
We learned that communication between the 
patient and the therapist in the anaclitic rela- 
tionship, as with the mother and her infant, 
is essentially non-verbal and consists for the 
most part of responses to cues, signs, signals, 
and symbolic manifestations. The verbaliza- 
tion that does occur is generally limited to 
basic or elemental bodily or emotional needs 
such as food, fluids, physical discomfort, and 
the presence or absence of the therapist or 
of his activities. There were many indica- 
tions that even when the profoundly re- 
gressed patient’s language was less concretis- 
tic, the symbols used tended to be heavily 
associated with self references of a need- 
gratification nature. 

This experimental magnification of several 
aspects of the therapeutic intentions and ac- 
tivities appeared to induce correspondingly 
magnified reactions in our patients. Two of 
the responses arrested our attention as pos- 
sible active ingredients in the therapeutic 
interaction between patient and physician. 
One was the process and state of regression. 
The other was affect, viewed as a psycho- 
physiological state. 

With regard to regression, the continuous 
active gratification of the patient’s latent or 
suppressed wishes, regardless of what he 
manifestly seems to demand, reinforces the 
patient’s tendency to endow the physician 
with the attributes of omniscience and om- 
nipotence. Questioning a patient as to his de- 
sires instantly puts a limit to his regression 
and determines his prevailing affect. A deci- 
sion is demanded and the patient is obliged 
to modify his wishes in accordance with his 
capacity and desire for reality testing. Thus, 
the patient’s fantasy of the therapist’s omnis- 
cience is more or less restricted by reality. 
Moreover, the patient’s wishes are obscured 
by value judgments (expectations of pain 
or pleasure) of the therapist’s attitudes in 
order to avoid unpleasurable affects such as 
guilt and anxiety. In short, the patient is 
obliged to retain his more matured (though 
not necessarily healthy) ego functions rather 
than regress to infantile ego activities. 


The sick patient can be regarded as seek- 
ing to delegate certain perceptual, integrative 
and executive functions of his own person- 
ality, i.e., ego, to that of the physician. 
Where this effort is successful the physician 
becomes psychically represented as an exten- 
sion or as an instrument of the patient’s own 
being. This state of affairs seems to be one 
of the essential features of the anaclitic rela- 
tionship that exists between a mother and 
her infant. From this point of view, the con- 
clusion is justified that a state of psychologi- 
cal and social regression has been iatrogeni- 
cally induced by means of anaclitic therapy. 

Associated with this iatrogenic regression 
is the fact that when an individual falls ill, 
he tends to regress for other reasons as wéil. 
For example, he becomes dependent upon 
his environment for help and for the external 
maintenance of those capacities which are de- 
creased by his illness. This regressive reac- 
tion to disease is adaptive in that it permits 
an attitude of dependency which in turn 
favors constructive external help. A third 
source of regression also of varying degree 
may be inherent in the character structure of 
the particular patient. That is to say, he may 
have latent or clinically overt psychopa- 
thology. Hence, the resultant pattern of re- 
gression is derived trom the 3 sources—the 
inherent personality of the patient, the adap- 
tive reaction to disease, and the response to 
anaclitic therapy. This compound regression 
may be manifested in many ways. The most 
marked forms observed by us consisted of 
urinary and fecal incontinence, infantile 
preferences for food including feeding from 
a bottle, infantile sleep patterns, infantile 
patterns of motility (such as lack of normal 
associated movements) and modes of com- 
munication (see above), along with reenact- 
ment of infantile attitudes toward parental 
figures(13). The observation and interpre- 
tation by Felix Deutsch, of the postures, 
gestures and motility of patients in psycho- 
analysis reveal remarkable degrees of psy- 
chomotor regression(14). In short, psy- 
chologically, socially, and physiologically 
regressed traits appear. 

When psychological or social manifesta- 
tions are identified as regressed, the intention 
is to refer to past behavior which appeared 
in the course of personality development and 
which was subsequently replaced by other 
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forms of behavior more associated with ma- 
turity. Statements such as this are generally 
acknowledged as acceptable, usually without 
controversy. Yet, a more rigorous examina- 
tion of the concept of regression, especially 
in dynamic terms, must at once reveal that 
the regression is never total and that in any 
given case only certain elements of behavior, 
speech, and thought appear to have partici- 
pated in the regression. Consequently, for 
the perception and comprehension of regres- 
sion, a theory of personality and of person- 
ality development is essential. Although it 
is possible to describe regression in phenome- 
nological terms, gross errors are liable to ap- 
pear. For example, it can be argued that the 
unqualified designation of schizophrenia as a 
“psychiatric regression disease” is open to 
criticism. If schizophrenia is also to be re- 
garded as a state of pathological recovery or 
restitution from some form of psychological 
disorganization, it is apparent that this highly 
inflexible, rigidly differentiated behavioral 
disease should not be termed “regressed.” 
Moreover, it is rare in my experience that 
so-called regressed schizophrenic behavior 
can actually be identified with the earlier al- 
legedly non-psychotic behavior of a given 
patient. 

In psychoanalytic psychology, among sev- 
eral patterns of regression that can be identi- 
fied, 2 are noteworthy: I. regression to an 
early life situation with compulsory repeti- 
tion of some of its traumatic aspects in the 
present; 2. regression to a developmental 
state which antedated the traumatic situation 
and where equilibrium once existed. When 
the ego of a patient with organic disease such 
as coronary occlusion wards off the adaptive 
regression dependency upon his environment, 
his prognosis is poor. Such behavior can be 
regarded as a pathological defense against 
trauma and represents the return in the pres- 
ent of prematurely imposed and usually un- 
successful infantile methods of coping with 
stressful situations. Such genetic factors 
contribute to the formation of maladaptive 
obsessive-compulsive character traits. It is 
characteristic of such ego responses that they 
are disproportionate and often inappropriate. 
The repetitive stereotyped nature of the ob- 
sessive-compulsive symptom illustrates this 
very well. 


It is the concept of physiological regres- 
sion, however, that appears to arouse con- 
siderable opposition and resistance. Criticism 
that is biologically oriented can be valid ac- 
cording to the criteria which are selected for 
the identification of regression. For example, 
if the biological law that “ontogeny recapitu- 
lates phylogeny” were to be applied then cer- 
tainly one might deny the existence of re- 
gression in the limb bud that develops in the 
amphibian after the limb is amputated. After 
all, in this case, a blastula or gastrula does 
not become one of the stages of regression. 
Similarly, although it is admitted that the 
cells which appear as part of the inflamma- 
tory reaction are regressed, it must be recog- 
nized that these cells also are limited in their 
dedifferentiation or primitivity. 

The sense in which physiological regres- 
sion is used by me applies to the return of 
certain forms of bodily behavior or functions 
which once had been given up. The regres- 
sion is never total and it is obvious that some 
organ activities do not regress, any more 
than certain tissues have the potential of de- 
differentiation. The organs and functions 
that take part in this regression are those 
under combined voluntary and involuntary 
regulation(13). In a forthcoming publica- 
tion evidence is cited in support of the con- 
clusion that functions under involuntary con- 
trol can be reflexly influenced by voluntary 
activity. 

Some examples of bodily behavior which 
can be considered regressive are: urinary 
and fecal incontinence ; appearance of early 
patterns of motility such as walking without 
normal associated movements or a wide 
based gait like that of the child with incom- 
plete maturation of the pyramidal tracts ; in- 
hibition of acquired skilled functions which 
take on the appearance of agnosias or 
apraxias; infantile sleep patterns; fluctua- 
tions of heart rate, respiration, and blood 
pressure. All physiological functions which 
participate in the expression or experience 
of affects are capable of psychophysiological 
regression. 

These forms of physiological regression 
are most relevant to a concept of etiology 
and pathogenesis in psychosomatic disease. 
It is apparent that such fluctuations can ex- 
ceed the decreasing tolerance of tissues, espe- 
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cially aging ones, thus resulting in damage to 
such tissues. An obvious example ‘< con- 
cerned with the patient in borderline cardiac 
decompensation in whom the physiological 
fluctuations of the affect of anxiety will 
bring about heart failure simply because the 
fluctuations of heart action exceed the di- 
minished tolerance of that organ. 

The example of the patient with limited 
cardiac reserve is a very good case for. other 
reasons as well. It is generally correct to say 
that the less often a tissue or an organ suf- 
fers decompensation, the better its capacity 
for spontaneous recovery and the wider its 
homeostatic boundaries. Therefore, the psy- 
chophysiological equilibrium inherent in the 
thesis of the therapeutic influence of affects 
and of regression permits maximum tissue 
recovery. Conversely, the more the ego per- 
sists in disease—that is to say, disavows re- 
gression—the less liable the damaged tissues 
are to recover. The patient is more reactive 
to internal and external stimuli and the 
aroused affects tend to be pathogenic in that 
wider and persistent physiological fluctua- 
tions are induced. 

With regard to the role of affects in 
therapy the continuous stream of gratifica- 
tion of bodily needs, the fantasies of omnis- 
cience and omnipotence that are part of the 
compounded regression, the withdrawal from 
the pressures of the conflict situation asso- 
ciated with the onset of the disease—all con- 
tribute to the elevation of mood. To put it 
very simply, if one gets all that the heart de- 
sires without guilt, shame, or anxiety, happi- 
ness is the result. 


CLINICAL EXAMPLES 


I should like now to describe briefly 3 pa- 
tients with severe relapsing and recurring 
diseases in order to illustrate these principles. 


The first patient is a 19-year-old boy who devel- 
oped ulcerative colitis shortly after leaving home to 
attend a university in another city. His disease was 
of relatively slow onset, but within 6 months he 
was suffering from bloody diarrhea, abdominal pain, 
low grade irregular fever, weakness, anorexia, and 
loss of weight. The infirmary at the university per- 
formed appropriate x-ray studies and sigmoid- 
oscopy. It was noted that the boy was depressed 
and the depression was attributed to his painful, 
debilitating disease. He was not hospitalized. In- 
stead, a careful supportive regimen was worked out 


for him which, however, did not interrupt the slow, 
progressive course. Some time later he was given 
cortisone in doses up to 150 mgms. daily. Accord- 
ing to his physicians he appeared to fall into that 
group of patients with ulcerative colitis who do not 
benefit from cortisone. Although there were no 
further notes about the patient’s mood, reconstruc- 
tion of the history during this period indicates that 
his depression was continuous throughout. 

His physician believed ulcerative colitis to be one 
of the so-called psychosomatic diseases and recom- 
mended psychiatric consultation. An essential find- 
ing at this examination was that the boy was de- 
pressed and self-depreciatory because of his disease 
and of his poor performance generally. 

Because of the unremitting course of his illness 
and his lack of response to steroid therapy, he was 
included in our group of patients. Within 7 days 
his mood became elevated and there was an asso- 
ciated decrease in his diarrhea After about 3 
weeks of progressive improvement during which 
the bloody diarrhea disappeared, and there was a 
return of the various clinical signs in the direction 
of health, a change occurred which compelled me 
temporarily to be less available to him. He became 
depressed and his colitis relapsed. When I was 
able to resume the previous treatment relationship 
the patient went into remission again. This time, 
however, cortisone up to 75 mgms. daily was started 
in preparation for my withdrawal. Following my 
separation from him the cortisone proved to be 
pharmacologically effective. Its cessation, however, 
was succeeeded by the appearance of depressive 
trends and the beginning of a relapse of colitis. 
The prompt return to cortisone reversed this and 
the patient’s remission was maintained. 


Of considerable interest, however, is the 
observation noted in many patients that dur- 
ing the period of remission associated with 
the administration of cortisone, the patient 
was much less accessible to psychotherapeutic 
influence than when in a remission induced 
by the relationship with the physician and 
without the use of cortisone.° 

The circumstances associated with the re- 
lapses and remissions in this patient illustrate 


41 might add, incidentally, that my policy is to 
place such patients on a completely free diet which, 
not infrequently, turns out to consist of foods pre- 
viously regarded as “poisonous” by the patient and 
the people who helped take care of him. This sud- 
den preference for apparently indigestible, highly 
seasoned and previously forbidden foods is partly a 
test of the doctor’s so-called sincerity. Secondly, 
it helps the patient to minimize the severity of his 
disease. That is to say, if he can eat these foods, 
he is not as ill as he believed himself to be. 

5 Because the so-called tranquilizers similarly 
alter responsiveness to psychotherapeutic influence, 
it would seem worthwhile to investigate this as- 
sociation. 
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some of the psychological factors which in- 
fluence the therapeutic response to cortisone. 


The next patient is a 9-year-old girl with a 3 
year history of ulcerative colitis and with a progres- 
sive downhill course despite several remissions. As 
a rule these remissions would occur when the child 
had been hospitalized and separated from her family 
and environment. Finally, when a prolonged period 
of hospitalization did not result in remission and 
her condition become so poor that it was no longer 
safe to perform surgery upon her, she was trans- 
ferred to our hospital for anaclitic therapy. 

The child was almost moribund, profoundly ane- 
mic with severe hypoproteinemia, ascites, and run- 
ning a high spiking fever. The intense supportive 
medical treatment which she had been receiving 
prior to admission was continued. In the course 
of anaclitic therapy, she regressed to bottle feeding, 
fecal and urinary incontinence, and the wearing of 
diapers. In this state of psychological, physiolog- 
ical, and social regression she entered into a remis- 
sion preceded by elevated mood changes. 

Her course in the hospital consisted of minor re- 
lapses and remissions with the general trend in the 
direction of remission. The investigation of these 
fluctuations furnished repeated opportunities for 
the analysis of the relationship of the affective state 
of the patient to the pathophysiology of her disease. 
In brief, the psychophysiology of depression aug- 
mented the pathophysiology of her colitis, whereas 
that of elevated moods decreased it(9, 10). 

Because her colon had developed marked polypoid 
changes, it was feared that anaplastic carcinoma- 
tous degeneration would occur. Colostomy and 
permanent ileostomy were advised. Her physical 
condition and psychological preparation were such 
that she withstood the surgery very well. 


The third patient is a young woman now in her 
early twenties with a history of asthma. After an 
initial period of anaclitically oriented therapy she 
entered into psychoanalysis. She had been known 
to be asthmatic since the age of 7 but her history 
suggests that she was probably asthmatic at the 
age of 4. Although at times she would be relatively 
well, she was regarded by her family, her physi- 
cians and also by herself as being hardly ever with- 
out asthma or at least living always in the shadow 
of a severe attack. Climatic changes, densitization 
procedures and medication were without remarkable 
effects. 

Following its availability, cortisone was enthu- 
siastically administered by a physician whom she 
especially liked. For the first time she obtained 
significant relief from her asthma. However, she 
appeared to be unduly prone to the development of 
a Cushing’s syndrome reaction. The appearance of 
hirsutes, skin blemishes, a beginning moon face, 
and other bodily alterations were reacted to with 
horror by the patient and especially by her mother. 
The abrupt cessation of cortisone was followed by 
a return of the asthma and the disappearance of the 
hyperadrenal state. From that point on the use of 


cortisone failed to influence her asthma—even when 
pushed to the point of hyperadrenalism. 

She was referred for anaclitic therapy to which 
she reacted very well as far as her asthma was con- 
cerned. The characterological changes associated 
with her regression and following the remission of 
the asthma were those of an aggressive, impulsive, 
destructive youngster. She was particularly sadistic 
and savage with her mother, using cruel and vin- 
dictive language on the slightest provocation and 
frequently assaulting her mother physically. She 
constantly reproached and represented her mother 
as negligent, indifferent and as the cause of her 
suffering and discomfort. She developed an im- 
mense intolerance for frustration and generally de- 
manded and sought immediate gratification of any 
need or impulse. Despite the fact that her family 
had been prepared for the emergence of regressed 
behavior, they soon began to wonder and to hint 
that possibly the asthma might be preferable to 
this painful personality disorder. 

In the course of treatment the aggressive, sadistic 
behavior changed into a very severe phobic re- 
action characterized by overwhelming panic when 
she was left alone, particularly when separated from 
her mother. She became obsessed with feelings of 
ominous foreboding and of danger to her mother 
and by an insistence on having her mother account 
for every activity and for every minute of her time. 

As this phobic mechanism became the focus of 
psychotherapeutic attention the patient’s asthma be- 
gan to recur in brief episodes, but never with the 
intensity and duration that occurred prior to 
psychotherapy. At this time cortisone in daily 
doses of 50 to 75 mgms. or prednisorie up to 15 
mgms. controlled the attacks and it was rarely 
necessary to continue medication for more than a 
few days. With the disappearance of the phobia, 
the patieri had minimal asthma and was no longer 
dependent on medication. In addition, she had lost 
her aggressive character disorder. 


The vicissitudes of this patient’s illness 
and her responses to treatment demonstrate 
several important issues. First of all, her 
ability to respond favorably to steroid 
therapy depended, it would appear, upon her 
psychophysiological or affective state. Sec- 
ond, when possessed by phobic anxieties or 
in a characterologically regressed state, her 
asthma was not clinically disturbing. Third, 
like a few other patients whose anaclitic 
phase of therapy was followed by psycho- 
analysis, it was possible to reconstruct much 
of what had transpired during the phase of 
regression, 

The relationship between steroids and af- 
fects—at least in this patient—was such that 
the amount of steroid necessary to oppose 
an antagonistic affect pushed her into hy- 
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peradrenalism before her asthma could be 
favorably influenced. On the other hand, 
however, affects which opposed the patho- 
physiology of her asthma decreased the ste- 
roid intake to a minimum or nothing at all. 

With anaclitic therapy the asthma was re- 
placed by the aggressive character disorder 
characterized by angry explosive tearfulness 
over frustration and by impulsive acting out. 
When this was psychotherapeutically con- 
trolled, it was ucceeded by a typical phobic 
reaction which was manifested by almost 
continuous tearful anxiety and the labile psy- 
chophysiological phenomena of that affect. 
She was in this state when psychoanalysis 
was begun. 


CoNCLUSION 


I should like to conclude by a restatement 
of the principles of therapy submitted for 
your consideration and which have been il- 
lustrated by several clinical examples. 

1. Affects, moods or emotions are psycho- 
physiological states which tend to augment 
or decrease pathophysiological states. 

2. The interaction of pharmacological 
agents with certain affects or emotions may 
be synergistic or antagonistic. 

3. A patient reacts to his disease, to his 
treatment, and to his physician with manifest 
psychological, cultural, and—for want of a 
better term—physiological regression. Where 
the regression is not manifest there are obvi- 
ous pathological efforts of the patient to ob- 
scure it. 

4. By means of iatrogenically induced re- 
gression it is possible to bring about new af- 
fects or mood states. 

5. The bodily functions which are psycho- 
physiologically excited or inhibited by the 
regression or the defenses against it either 
increase or oppose the pathophysiology of 
the disease. 
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DISCUSSION 


Georce L. Encet, M.D. (Rochester, N. Y.)— 
Working with similar patients, Margolin and I 
have both conceptualized the physician’s role as that 
of a “surrogate ego” for the patient. Beyond this, 
however, our views differ. For example, I feel that 
playing an omniscient and omnipotent role is un- 
necessary. If the doctor has a sound understanding 
of the disease process and proceeds with assurance 
and confidence, he can safely leave to the patient 
the projection of these qualities. Nor is it neces- 
sary to assume a role of total permissiveness or to 
participate in body care to the degree that Margolin 
suggests. 

In contrast to Margolin, we suggest that the 
process whereby the doctor-patient relationship is 
established and the surrogate ego role assumed is 
not regressive (iatrogenically induced), but restitu- 
tive. Actually, not only does the illness itself involve 
a regression, but also it usually is already preceded 
by a regression. Our investigations have revealed 
separation and depression to precede the develop- 
ment of organic pathology in a high proportion of 
cases. Arthur Schmale, of our group, has formu- 
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lated these processes as follows: “Separation rep- 
resents the loss, or threat of loss of any object of 
gratification, real or symbolic, internal or external, 
conscious or unconscious. This object must have 
an intrapsychic representation based on past rela- 
tionships with this object or other symbolically 
similar objects. Depression refers to the psycho- 
biological manifestations of the threat of loss for 
the psychic self which results from the ego’s in- 
ability to resolve the real or fantasied loss.” 

Thus, at the point of the physician’s intervention, 
the patient is suffering from a psychic object loss, 
with corresponding ego defect. This in itself in- 
volves regression and if the physician succeeeds in 
establishing a relationship, this constitutes a step in 
the compensation for the loss and the reconstitution 
of ego. 

The level at which this is accomplished is de- 
termined by past development and the nature of 
the transference, among other factors, and not by 
special roles assumed by the doctor. Some patients 
are able to establish and maintain the relationship 
with the physician only at a very infantile level; 
others quickly establish a relationship and there- 
after function successfully at progressively more 
mature levels. I believe the extreme regressive 
behavior that Margolin evokes in his patients is 
not a necessary part of the therapeutic process and 
in some instances may be harmful. 

We also disagree with Margolin’s concept of 
affects. Affects have instinctual and discharge as- 
pects and ego and signal aspects. They have psy- 
chic representations, as unconscious fantasies, as 
well as conscious verbal or symbolic expressions. 
And they have somatic concomitants in terms of 
the body’s participation in both instinctual and de- 
fensive processes. Some affect is present at all 
times, not only at the signal level of “How am I 
doing?” but probably also at the somatic level. 
Affects themselves have no primary pathogenic 
significance. They indicate the state of affairs at 
the moment. Their expression may lead acciden- 
tally to structural damage as when, during rage, 
heart failure develops in a patient with pre-existing 
heart disease or a man breaks his hand hitting 
someone. But, both from signal and discharge as- 
pects, any affect may as well have beneficial as 
harmful consequences. 

Affects indicate the state of the psychic object 
and psychic self and also reflect the success or 
failure of ego function. The affects which most 
frequently immediately precede the development of 
somatic disorders are helplessness or hopelessness, 
defined by Schmale in object relationship terms as 
follows: “Helplessness is a feeling of being dis- 
couraged, let down, or left out, consciously or un- 
consciously perceived as coming from an object, 
leading to an object-directed desire to be taken care 
of and protected. The patient feels unable actively 
to initiate or pursue the desire to bring the object 
closer. Hopelessness is a feeling of despair, there’s 
nothing left, perceived as coming from the self and 
results in a self-directed desire to do absolutely 


nothing. Even when the object comes closer or 
indicates an interest in a closer relationship, the 
patient feels incapable of responding. Helplessness 
and hopelessness indicate the ineffectiveness of the 
ego processes to maintain the patient’s psychic self 
in relationship with an object.” They are not 
pathogenic affects. That they so frequently pre- 
cede the development of organic disease suggests 
that with psychic object loss and the resulting ego 
defect, some integrating influence on bodily sys- 
tems may be lost. When the loss is compensated for 
through the doctor-patient relationship, ego is re- 
constituted and with it, we presume, higher control 
over organic processes is reachieved. This, rather 
than induced regression, accounts for the favorable 
effects of anaclitic therapy. 


NorMAn Q. Britt, M. D. (Los Angeles, Calif. )— 
Dr. Margolin’s observation that the action of a 
drug is influenced by an individual’s emotion state 
is consistent with clinical experience. This has 
been particuluarly observed in schizophrenic pa- 
tients where altered reactions are seen with a 
variety of pharmacologic agents. 

However, there are some points about his other 
principles which might better be called hypotheses 
which I should like to comment upon: from one 
point of view affects may be looked upon as psy- 
chophysiological states which in turn have an effect 
on pathophysiological states. From another point of 
view this may represent an oversimplification. The 
fact that emotional changes occur when needs are 
gratified (as in anaclitic therapy) would suggest 
that affect is an emotional tone that accompanies, 
or is part of, a psychophysiological state—rather 
than the state itself. The distinction is made not to 
quibble. It has importance if it is implied that mood 
or affect in itself influences pathophysiological 
states rather than factors such as gratification and 
elimination of conflict. It carries the danger of 
looking too much for pharmacologic agents that 
alter mood as cures for conflict and the emotional 
disorders they cause. One might wonder if it is the 
regression (that is produced by anaclitic treatment) 
that is the factor which alters a patient’s mood or 
whether it is the catering to the patient’s dependent 
needs. 

Again, do the somatic changes which accompany 
emotional regression result from the regression 
per se, or from the alteration in the intrapsychic 
tension that it produces which is ultimately reflected 
in changes in the degree of pathophysiology. It 
would matter considerably if the regression were 
successful as a compromise solution and if the ex- 
pectations of the regressed state were or were not 
fulfilled. The concept of correspondence of psychic 
and physiological regression is an intriguing one, 
but as yet, not adequately substantiated as a uni- 
versal phenomenon. 

I don’t know that I can subscribe to the concept 
that efforts to avoid psychophysiological regression 
in illness are necessarily pathological. The impli- 
cation is that any resistance to regression and de- 
fense against impulses is bad. This may be so if 
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one is attempting to treat a patient by making him 
regress. It is possible to help patients become aware 
of their neurotic needs and feelings, and their re- 
pressed impulses and to understand their origins 
and meanings without having them acted out and 
gratified. Gratifying a patient’s neurotic needs 
through the device of role playing on the part of 
the therapist might contribute to an increased diffi- 
culty in later analyzing and understanding their 
origins and meanings, and limit the degree to which 


psychosexual maturity could be achieved. I wonder 
if in using anaclitic therapy, Dr. Margolin has ever 
encountered patients whose needs were insatiable in 
the regressed state and who therefore could not be 
brought to a stage of relative psychic and physio- 
logic equilibrium and also if efforts to induce pro- 
found regression are successfully resisted by some 
patients who are aware of the gross irrationality 
of their needs and who demean the therapist who 
encourages it. 
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INTRODUCTION 


This is a second paper reporting the re- 
sults of a study of prognosis in 153 ado- 
lescent patients hospitalized at the Payne 
Whitney Clinic. A previous publication(4) 
presented a review of the literature, the 
methodology, the general results, and a dis- 
cussion of the prognostic factors in schizo- 
phrenia. To review the method in brief: 
detailed information from as many contacts 
as possible was obtained on 153 patients 
ages 12 to 18 inclusive who were admitted 
to the Payne Whitney Psychiatric Clinic 
from March 1, 1936, to March 1, 1950. This 
provided a minimum of 5 and a maximum 
of 19 years follow-up. The patients’ charts 
were reviewed and the patients were classi- 
fied according to diagnosis and then into 4 
adjustment groups based on their level of 
functioning at the time contacted. The ad- 
justment groups varied from A—function- 
ing without symptoms, to D—incapacitation 
requiring hospitalization. The patients in 
each adjustment group were then studied to 
determine the relationship between 20 clini- 
cal prognostic factors, and actual later ad- 
justment. Each clinical factor used for prog- 
nosis was specifically defined along the lines 
of the examples shown below: 


Length of Onset: The time of onset of an illness 
is at best an arbitrary matter and depends to a 
large extent on the observation of unskilled ob- 
servers. It is used here as the lapse of time be- 
tween the first evidence of difficulty, and either ad- 
mission or inability to function because of symptoms, 
whichever occurred first. 


“Neuropathic” Traits: These were taken as evi- 
dence of some disturbance early in life. It was not 
possible to assess their intensity or duration which 
would have made this factor more meaningful. In- 
cluded were temper tantrums, feeding problem, 
breath-holding, enuresis, night terrors, tics, nail 
biting. 


1 Read at the 113th annual meeting of The Ameri- 
can Psychiatric Association, Chicago, Ill., May 13- 
17, 1957. 

2From the Department of Psychiatry, Cornell 
University Medical College and The New York 
Hospital (Payne Whitney Psychiatric Clinic). 
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School History: School adjustment was considered 
good if the patient was able to pass all grades until 
history of present illness. If he failed one or more 
subjex.s it was considered poor. 


P¢ Rx.: Psychotherapy was defined as the pa- 
tient’s ability to cooperate with his therapist in 
discussing his emotions. For example, if the pa- 
tient was able to discuss his conscious emotional 
attitudes to situations or people, he was considered 
to be participating in psychotherapy. 

This paper will present the results found 
in all diagnostic catagories. 


RESULTS 


The results for the 153 patients are shown 
in Table 1 according to diagnosis. 


OUTCOME 


Schizophrenia: These findings have been 
detailed in a previous publication (4). To 
summarize them briefly, 67% had a marked 
impairment of functioning 10 years later, 
or well beyond the chronological age of 
adolescence. Seventy-five percent required 
more than 3 years of additional hospitaliza- 
tion. Only 15% managed to adjust without 
re-entering a hospital. 

Psychoneurosis: The majority of the pa- 
tients in the “A” group continued their lives 
without symptoms or treatment. Eleven of 
the women are married with children, active 
housewives without symptoms. Three 
women are married without children; 5 are 
single and working. Of the 3 men, 2 are 
married, I engaged, and all 3 are self-sup- 
porting and without symptoms. In the “B” 


TABLE 1 


DISTRIBUTION OF D1AGNostic Groups IN TERMS OF 
FoLttow-Up ApJUSTMENT 


Diagnosis Adjustment groups Total 


Schizophrenic reactions.. 15 12 22 34 83 


Psychoneurosis ......... 22 10 oO 2 34 

Psychopathic personality. 7 4 4 5 20 

Affective disorders ...... 423 8 

Organic reactions ....... 8 
29 
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group it was more common to have recur- 
rence of symptoms and further treatment. 
One required additional hospitalization; 4 
are married with children; and 2 are single 
and working. One of the patients in the “D” 
group suffered from a depression with hys- 
terical features whose symptoms continued 
for 8 years until she committed suicide at 
22. The other is an obsessive-compulsive 
whose symptoms have completely incapaci- 
tated him since he left the hospital in 1945. 

Psychopathic Personality: In the “A” 
group the 4 women are all married with 2 
or 3 children and the men are finishing school 
or working. They all showed occasional 
difficulty for several years after hospitaliza- 
tion, but when they reached their twenties, 
this subsided. In the “B” group one man 
is an overt homosexual, but otherwise ad- 
justs well. A woman finished school and 
does art work. Two men are married, with 
several children, and have changed jobs 
fairly frequently. All these patients seemed 
aware of problems with impulsiveness and 
procrastination, but made efforts to control 
it. In the “C” group all of the patients were 
single, drifted from job to job without goals. 
In the “D” group 3 are in state hospitals, 1 
killed himself, and 1 is addicted to drugs. 

Affective Disorders: In the “A” group, 
only 1 patient had a recurrent attack with a 
follow-up averaging 11 years. In the “B” 
group, 1 did well until killed in World 
War II. Two had alternating manic and 
depressive phases with several hospitaliza- 
tions. The “D” patient is a circular type 
who has been in and out of hospitals for 7 
years. 

Organic Reactions and Mental Deficiency: 
The 1.Q. of the mental deficients ranged 
from 40 to 72. One patient with an I.Q. of 
59 (with anxiety, depression) at age 12, 
has managed in 10 years to graduate from 
high school, taking courses two or three 
times on his own impetus, and he now plans 
college. The other mental deficients have not 
done well. The two with schizophrenia have 
remained in state hospitals (along with the 
behavior disorder patient) ; the other patient 
is making a marginal adjustment outside of a 
hospital. The epileptic is doing very well fin- 

ishing college. The one with post-traumatic 


convulsive disorder, after 11 years, died of 
pneumonia following a brain operation. 


PROGNOSTIC FACTORS 


Schizophrenia: In this group it was pos- 
sible to do a statistical analysis to validate 
each prognostic factor. The conclusions are 
presented in Table 2 below. 

Psychoneurosis: The uneven distribution 
in this group made it impossible to do a sta- 
tistical analysis. However, the data found is 
presented in Table 3. The following were 
not included in the table as they were not 
found to contribute toward prognosis: pres- 
ence of precipitating factors, abnormal EEG, 
family history of emotional illness, presence 
of neuropathic traits, school history, social 
adjustment. 

Psychopathic Personality: This term is 
admittedly unsatisfactory: it was used to 
designate those patients who showed anti- 


TABLE 2 


a. Factors related to an unfavorable outcome: 
1. Age of 14 or below on admission 
2. Diagnostic sub-group of hebephrenic or 
simple schizophrenia 
3. Length of hospitalization of more than 
four months 
4. Length of onset of more than 12 months 
5. History of poor pre-illness social adjust- 
ment 
6. History of poor pre-illness school adjust- 
ment 
7. Poor prognosis at discharge 
8. Unimproved at discharge 
9. Autism, shallow and inappropriate affect 
exhibited in the psychopathology 
10. Lack of improvement with somatic therapy 
or slow improvement 


b. Factors related to a favorable outcome: 

1. Age of 15 or over 

2. Diagnosis of affective features or possible 
toxic features 

3. History of good pre-illness social adjust- 
ment 

4. History of good pre-illness school adjust- 
ment 

5. Good prognosis at discharge 

6. Confusion, disorientation, and/or fear ex- 
hibited in the psychopathology 

7. Rapid improvement without relapse 


c. Factors not related to outcome: 
1. Sex 
2. Family history of emotional illness 
3. Presence of obvious precipitating factor 
4. Presence of neuropathic traits 
5. Response to psychotherapy 
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15.6 
19 Female 6 Female 
3 Male 4 Male 
Length of Hospitalization in 
Anxiety and depression..... 5 Obsessive-compulsive ....... 6 
Hysteria: conversion ...... 7 Anxiety and depression and 
Hysteria: anxiety ......... 4 I 
Obsessive-compulsive ...... 5 Hysteria and obsession...... 3 
Epilepsy and hysteria...... I xi. 


bata Less than 3 mos 


Coterse ti Tloapital..........06000 Symptoms cleared less than Symptoms cleared less than 6 
Symptoms cleared more than Symptoms cleared more than 
Symptoms stayed same..... 3 Symptoms stayed same...... I 
Symptoms cleared and re- Symptoms cleared and re- 
2 turned slowly ............ 5 
Response to Psychotherapy...... Responded ................ 8 5 


Did not respond 


social symptoms or whose pathology was 
primarily acting out impulses. The findings 
for each prognostic factor were analyzed 
with a rank T test (1) to determine the level 
of statistical significance. This test deter- 
mines how often the findings can be expected 
to occur by chance. The results are ex- 
pressed as a probability, i.c., P=.10 means 
it might occur ten times in a 100 by chance, 
and P=.90, means that it might occur 90 
times in a 100 by chance. 

The prognostic factors analyzed with the 
rank T test but not found to have a statis- 
tically significant relation to outcome were 
as follows: age division at 14 and 15, sex, 
length of onset (less than I year as against 
more than 1 year), presence of precipitating 
factor, family history of emotional illness, 
social adjustment, prognosis on discharge 
(i.e., good or poor, guarded or unguarded), 


TABLE 3 


PsyYCHONEUROSIS 


Much improved 
Unimproved .... 


More than 12 mos 


B 
10 


Saesewecicee 3 Much improved ............ I 


Did not respond............ 


result on discharge, symptoms cleared in 
more than 6 weeks, symptoms cleared and 
returned. 

Table 4 presents the findings in those fac- 
tors that were related to gutcome. 

As can be seen in Table 4, the age be- 
comes significant when the division is made 
at 16 and below. There is a larger propor- 
tion of patients in the “A” group than in the 
“D” group with an age of 16 and below. 
Analysis showed that there is a significant 
difference between an age of 16 and below 
and 17 and above in terms of later outcome, 
at the 0.5 to .10 level; thus, the patient with 
an age of 16 and below has a greater chance 
of a good later outcome. Analyzing in a 
similar manner the other factors in Table 4 
reveals the following: a patient with abnor- 
mal EEG has a greater chance of a good 
later outcome. A patient with a poor school 
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TABLE 4 


Adjustment 
groups 


Age on Admission A BCD 


17 and above ....1 2 2 3 
16 and below ....6 2 2 2 r=> 05 < 10 
Adjustment 


groups 
Abnormal EEG A 
Positive EEG ...5 1 1 1 
Negative EEG .. 2 3 3 4 Psa <0 


Adjustment 
groups 


School Adjustment A BCD 


9.4 
0032 P=>.05<.10 
Adjustment 
Response to groups 
Psychotherapy 
As BD 
Adjustment 
groups 
Symptoms (1) 
Symptoms cleared 
less than six 
6 100 
vs. 
All others ....... 1345 P= a1 
Adjustment 
groups 
Symptoms (2) ABCD 
Symptoms stayed 
vs. 
All others ....... 63.4 24 P=> .05 <.10 
Adjustment 
groups 
Symptoms (3) 
No symptoms ... 0 0 0 2 
vs. 
All others ....... P=> .05 <.10 


adjustment has a greater chance of a poor 
outcome. A patient with a poor response to 
psychotherapy has a greater chance of a poor 
later outcome. A patient whose symptoms 
cleared in less than 6 weeks has a better 
chance of a good later outcome. A patient 
who shows no symptoms or whose symptoms 
stay the same has a greater chance of a poor 
later outcome. 


DISCUSSION 


1. Age: In the schizophrenic group an 
age of 14 or below was related to a poor out- 
come; in the psychopathic group an age of 
16 or below was related to a good outcome; 
while in the psychoneurotic group the 


younger age did not mitigate against a good 
outcome. The age of the affective group 
confirmed the impression that this disorder 
usually occurs at an older age level. 

2. Length of Onset: In the schizophrenic 
group a length of onset of more than 1 year 
was related to a poor outcome, but in the 
psychoneurotic and psychopathic personality 
groups the onset could be of several years 
duration without its adversely affecting the 
outcome. 

3. Precipitating Factor: Abnormal Physi- 
cal Findings: Family History of Emotional 
Illness: In all groups the presence of these 
3 factors was not found to be related to out- 
come. This finding is in opposition to the 
studies of Carter(6) in adolescents and 
Rennie(5) in adult schizophrenics 

4. “Neuropathic” Traits: These were 
found to be prevalent in all diagnostic groups, 
and not to be related to outcome. The exact 
significance of “neuropathic” traits has not 
been evaluated, but they appear to be so 
prevalent that they do not contribute to an 
understanding of later outcome. 

5. School Adjustment: Was most mean- 
ingful in the schizophrenic and psychopathic 
groups where a history of poor school ad- 
justment indicated a poor prognosis. In the 
psychoneurotic group it was not related to 
outcome. If the schizophrenic or psycho- 
pathic difficulties are severe enough to con- 
tribute toward a school difficulty before the 
outbreak of a circumscribed illness the out- 
come will be poor. The psychoneurotic, how- 
ever, as in the adult, usually manages to 
persevere in school despite his difficulty, and 
even if he doesn’t it does not indicate a poor 
outcome. 

6. Social Adjustment: Again was most 
meaningful in the schizophrenic group where 
a history of poor pre-illness social adjust- 
ment indicated a poor outcome. It was not 
related to outcome in psychoneurotic and 
psychopathic personalities. 

7. Psychopathology: The individual psy- 
chopathologic features were most meaning- 
ful in the schizophrenic group where ‘the 
presence of confusion, disorientation and/or 
an affect of fear were related to a good out- 
come. Autism, shallow affect and inappro- 
priate affect were related to a poor outcome. 
In the psychoneurotic there was a suggestion 
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that obsessive-compulsive features tend to- 
ward a poorer outcome, while a diagnosis 
of hysteria tends toward a good outcome. 
Otherwise such individual psychopathologic 
factors as anxiety or depression, did not 
seem related to outcome. This was also true 
with the psychopathic personality group 
where the nature or degree of acting out or 
the presence or absence of psychoneurotic 
symptoms were not related to outcome. 

8. EEG: Presence of abnormal EEG 
was not found to be related to outcome ex- 
cept in the psychopathic personality group 
where abnormal findings were related to a 
good outcome. This is an interesting finding 
in view of a recent study of a large group 
of psychopaths(3) that showed that the 
patients who had the poorest outcome had 
normal EEG’s. 

g. Diagnosis: The study confirms the im- 
pression of the paramount importance of 
diagnosis in forming a prognosis. If the 
differentiation between schizophrenia and 
psychoneurosis can be made, a great deal is 
already known regarding the possible prog- 
nosis. In addition, the relative value of each 
prognostic factor differed with each diag- 
nostic category. 

10. Length of Hospitalization: Was 
found to be most meaningful in the schizo- 
phrenic group where a duration of more than 
4 months was a sign of poor prognosis. The 
psychoneurotic stayed longer, but this did 
not detract from a good prognosis. In the 
psychopathic personality it was not related 
to outcome. 

11. Response to Treatment: A rapid im- 
provement of symptoms without relapse was 
related to a good outcome in the schizo- 
phrenic and psychopathic personality groups. 
In the schizophrenic group slow improve- 
ment, or no improvement with somatic treat- 
ment indicated a poor prognosis. In the 
psychopathic group the absence of social 
symptoms, or symptoms remaining the same, 
indicates a poor prognosis. In the psycho- 
neurotic group there did not seem to be a 
relationship between outcome and response 
to treatment. 

12. Response to Psychotherapy: 25% of 
the schizophrenic patients and 40% of both 
the psychoneurotic and psychopathic patients 
responded to psychotherapy. However, there 


was no apparent relationship between this 
response and later outcome except in the 
psychopathic group where a poor response 
was related to a poor outcome. Most of these 
patients were seen 3 times a week in an in- 
tensive form of therapy. It is surprising that 
there was not more of a relationship between 
psychotherapy and outcome. 

13. Result on Discharge: The large ma- 
jority (25/32) of the psychoneurotics, and 
of the psychopathic personalities (9/20) 
were improved on discharge, thus, this factor 
was found meaningful only in the schizo- 
phrenic group. If a patient in this group was 
unimproved on discharge it was a sign of 
poor prognosis 

14. Prognosis: The predominant use of 
guarded in all categories seems to reflect both 
the psychiatrist’s caution and his uncertainty. 
The prognosis given at discharge was not 
found related to outcome except in the 
schizophrenic group, and there only in the 
small percentage of cases that the psychi- 
atrist felt warranted designation as good or 
poor. It would seem that in this area there 
is a great need for a clarification in the mean- 
ing of the terms used for prognosis and for 
refinement of the prognostic criteria. The 
uncertainty regarding prognosis seems much 
greater in adolescent than in adult dis- 
orders ; however, this may be a result of the 
paucity of clinical studies on this problem. 

15. Subsequent Course: There was a 
marked difference in the subsequent course 
of all the illnesses. In the schizophrenic 
group 67% had a marked impairment of 
functioning 10 years later, or well beyond 
the chronological age of adolescence. Only 
15% managed to adjust without re-entering 
a hospital, and 75% required more than 3 
years of additional hospitalization. In the 
psychoneurotic group the great majority 
were able to continue their lives without hos- 
pitalization or substantial incapacitation. The 
psychopathic patients varied considerably 
from an apparent recovery from symptoms 
to incapacitation because of symptoms. 


CONCLUSIONS 


A. Schizophrenia: 
1. 15/83 patients had a good outcome 
a. Factors related to an unfavorable out- 
come: 
1. Age of 14 or below on admission 
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. Diagnostic sub-group of hebephrenic 
or simple schizophrenia 
. Length of hospitalization of more than 
four months 
. Length of onset of more than 12 
months 
. History of poor pre-illness social ad- 
justment 
. History of poor pre-illness school ad- 
justment 
. Poor prognosis at discharge 
. Unimproved at discharge 
. Autism, shallow and inappropriate af- 
fect exhibited in the psychopathology 
10. Lack of improvement with somatic 
therapy or slow improvement 
b. Factors related to a favorable outcome: 
1. Age of 15 or over 
2. Diagnosis of affective features or pos- 
sible toxic features 
3. History of good pre-illness social ad- 
justment 
4. History of good pre-illness school ad- 
justment 
. Good prognosis at discharge 
. Confusion, disorientation, and/or fear 
exhibited in the psychopathology 
7. Rapid improvement without relapse 
. Factors not related to outcome: 
1. Sex 
. Family history of emotional illness 
3. Presence of obvious precipitating fac- 
tor 
4. Presence of neuropathic traits 
5. Response to psychotherapy 


B. Psychoneurosis: 
1. 32/34 patients had a good later outcome. 
2. Following factors found not to be related 
to outcome: 
. Presence of precipating factors 
. Abnormal EEG 
Family history of emotional illness 
. Presence of neuropathic traits 
. History of pre-illness school and social 
adjustment 
. Following did not adversely affect good out- 
come: 
a. Younger age 
b. Length of onset of more than 1 year, 
even 3 to 6 years 
c. Type of psychoneurosis 
d. Response to treatment whether immediate 
or prolonged 
e. Response to psychotherapy 


C. Psychopathic Personality: 
1. 11/20 patients had a good later outcome 
2. Factors not related to outcome: 
. Age differential at 14 and 15 
. Sex 
. Length of onset 
. Precipitating factor 
. Family history 
. Social adjustment 
. Prognosis 


h. Result 
i. Rapid improvement 
j. Rapid improvement with relapse 
3. Factors related to outcome: 
a. Good outcome: 
1. Age of 16 and below 
2. Abnormal EEG 
3. Symptom clear in less than 6 weeks 
b. Poor outcome: 
1. School adjustment-poor 
2. Response to psychotherapy-poor 
3. No symptoms, symptoms stay same. 


SUMMARY 


Follow-up information with a span of 5 
to 19 years was obtained on 153 adolescent 
patients between the ages of 12 and 18, hos- 
pitalized at the Payne Whitney Psychiatric 
Clinic. 

The patients were divided into 4 outcome 
groups based on their present level of func- 
tioning. The criteria of the groups ranged 
from symptom free to incapacitation neces- 
sitating hospital care. 

A comparison was then made between 20 
clinical factors used for prognosis and actual 
later adjustment. In a previous publication 
the results with the schizophrenic patients 
were presented. In this paper the results 
with the psychoneurotic, psychopathic per- 
sonality, affective, organic groups are pre- 
sented. 

The conclusion presents the prognostic 
factors as related or not related to outcome. 

The discussion compares the relative value 
of all the prognostic factors studied. 
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DISCUSSION 


MarcareT C.-L. Gimpea, M.D. (St. Louis, 
Mo.).—There are many aspects of this paper that 
could profitably be discussed, but one of the most 
provocative findings is the absence of correlation 
between outcome and response to psychotherapy 
generally, and especially in the schizophrenic group. 
This finding contrasts sharnly with recently pub- 
lished work by Drs. Whitehorn and Betz reporting 
on the prognostic importance of the patient’s rela- 
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tionship to psychotherapy. The Phipps group of 
schizophrenics is not confined to adolescents, but 
one would expect the same factors to enter in. In 
the Masterson study, the category of “response to 
psychotherapy” must represent a subjective judg- 
ment on the part of the treating doctor, and prob- 
ably is related to a mutual acceptance or rejection 
between patient and doctor. However one some- 
times sees resistant patients recover, and contrari- 
wise (especially in compulsives), patients respond- 
ing doggedly to psychotherapy and getting no- 
where clinically. But I would like to hear further 
analysis of this factor. The unimpressive showing 
of psychotherapy stimulates thought in planning 
treatment programs. I would like to see Dr. Mas- 
terson analyze the improvement rate in his schizo- 
phrenics by doctor, to see if he could demonstrate, 
as Whitehorn and Betz did, that certain individual 
psychiatrists were able to bring about improvement 
in a greater proportion of their patients than other 
psychiatrists could. Perhaps a breakdown of these 
figures by doctor might confirm the Phipps study 
and would contribute further to our understanding 
of the elements acting for success or failure in 
psychotherapy. 

Other factors defined here as correlated with 
outcome agree with clinical experience. The simple 
schizophrenic with the long history and early age 
of onset has the worst outlook. The more acute 
confusional case does better than the slowly de- 


veloping autistic or withdrawn one. The correla- 
tion of poor pre-morbid social adjustment with 
poor outcome confirms much generally held opinion. 
A recent follow-up study from the Boston Psycho- 
pathic, by Greenblatt, York and Brown, shows that 
loss of social contacts is the first sign of the down- 
hill course, and resumption is one of the last signs 
of real improvement. Dr. Hastings’ follow-up study 
from Minnesota, reported at this meeting, wisely 
uses social adjustment as the critical measure of 
clinical improvement. Thus the special value of 
group therapy may be inferred, as the method most 
specifically directed at improvement in social func- 
tioning. 

I am especially interested in the confirmation 
found here of the favorable prognostic significance 
of good school adjustment at least in the schizo- 
phrenic and psychopathic groups. Dr. Patricia 
O'’Neal’s follow-up study of child guidance clinic 
cases shows her controls (picked at random from 
a normally adjusted school population), doing very 
well 20 years later. Similar findings in St. Louis 
County and Prince George’s County show that 
school adjustment and achievement, and especially 
reading achievement, are reliable indices of general 
adjustment. Repeated findings of this sort should 
make us redouble our efforts to make the school 
experience constructive for our children and to 
keep the school mental health services operating at 
the highest possible level. 
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Prior to the 19th century, the mentally ill 
were regarded as criminals or possessed of 
evil spirits. With the advent of Moral Treat- 
ment, first in Europe and then in the United 
States, they were seen as unfortunate victims 
of circumstances who would respond to kind- 
liness, respect and humane care by self- 
imposition of control and discipline. But 
after the middle of the 19th century, custo- 
dial hospital care appeared and dominated 
the American psychiatric scene for almost 
100 years. Only in the past decade or two 
have we witnessed a rebirth of Moral Treat- 
ment by the application of a broad range of 
humane therapies in the mental hospital— 
enriched by scientific contributions from ‘he 
new fields of psychology, sociology and an- 
thropology, as well as by advances in psy- 
chiatry. The deterministic orientation which 
assumes a causal relationship between the 
attitudes, needs and values of the staff and 
the capacity of the patient to gain insight and 
recover from illness is a cardinal feature of 
the current philosophy of psychiatric care 
and treatment. 

While man’s right to dignity, freedom and 
equality were conceived as social and politi- 
cal issues in the early days of 19th century 
Moral Treatment, they have come to be re- 
garded today as psychological necessities to 
the well-being of man. 

This is a report of a survey designed to 
identify and describe current practices in 
public mental hospitals in the U. S. and 
Canada in regard to patient privileges ; spe- 
cifically, the extent to which patients are per- 
mitted to leave their wards unaccompanied. 
The survey was undertaken after studies (4) 
had indicated that the planning and utiliza- 
tion of physical space on psychiatric wards 
are determined in large measure by the atti- 
tudes and practices of clinical and adminis- 


1 This study was supported by a grant from the 
NIMH, United States Public Health Service to 


the Architectural Study Project of The American . 


Psychiatric Association. 

2 Research Associate and former Director Archi- 
tectural Study Project, APA, 1785 Massachusetts 
Ave., Washington 6, D. C. 
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trative staffs in regard to the security needs 
of their patients. That these attitudes and 
practices have currently a wide range of 
variation was disclosed in the replies from 
292 or 94% of all State, County and VA 
hospitals in the U. S., Canada and Hawaii.* 


DEFINITIONS 


The following terms were presented to 
participating hospitals as a basis for their 
evaluation of the degree of patient privileges, 
and they are used in this sense throughout 
this paper: 


Oren Warp: A ward where the doors of the 
nursing unit and to the outside are unlocked during 
part or all of the day. 

PRIVILEGED PATIENT: A patient wiio is permitted 
to leave the ward unaccompanied by staff, visitor or 
volunteer. 

SEMI-PRIVILEGED PATIENT: A patient who is 
permitted to leave the ward of residence only 
when accompanied by staff, visitor or volunteer. 
This includes trips to occupational and recreational 
areas, but not to areas for the sole purpose of 
medical or psychiatric diagnosis. 

Non-Privicecep PATIENT: A patient who is not 
permitted to leave the ward at any time, except to 
obtain medical or psychiatric diagnostic or treat- 
ment care. 

CRIMINALLY INSANE: Includes any and all of the 
following types of patients: ¢ 

a. those admitted as insane criminals. 

b. those admitted for mental examination and 
observation while under charges. 

c. those charged with criminal act(s) while in 
a mental hospital. 


SCOPE OF STUDY 


The study included all public mental hos- 
pitals in the U.S., Canada, Hawaii and 


8 Appreciation is expressed to the superintendents 
and staffs of the 292 participating hospitals who 
supplied the data. The tabulated raw data for each 
hospital was distributed to participating hospitals 
in September, 1957. This shows by hospital, the 
numbers of patients classified as privileged, semi- 
privileged, and non-privileged and also numbers 
of male, female, medical and surgical, tuberculosis 
and geriatric patients. This material and the sta- 
tistical tables and analyses are available upon re- 
quest to The American Psychiatric Association, 
Architectural Study Project. 

* This definition did not appear to be entirely 
clear to all .espondents or to fit all the categories 
of hospitalized patients. 
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Non- 


Reporting reporting Total Reported Non-reported Total — 
hospitals hospitals _— hospitals beds beds beds a 
183 10 193 508,007 27,970 536,067 
31 3 34 17,946 828 18,774 
State (criminally insane)....... 6 oO 6 6,736 o 6,736 
Canadian hospitals ............. 30 5 35 40,313 8,061 49,274 3 
I I 1,228 0 1,228 
Puerto Rican hospitals.......... oO I I o 1,506 1,500 
Continental U. S. (not including 
ous 261 13 274 588,375 28,708 617,173 


All reported hospitals... 93.89% 
All reported beds...... 04.13% 


Puerto Rico as listed in the Guide Issue of 
Hospitals, August 1956, and omitted hospi- 
tals and schools for the mentally retarded, 
schools for delinquents, epileptic colonies 
and prisons. Hospitals in 47 states, Canada 
and Hawaii participated. Adequate informa- 
tion on a prepared form and collected by 
mail between January and June 1957 was 
received from 292 or 93.96% of all mental 
hospitals polled with a total of 629,916 or 
94.1% of all public mental hospital beds. 


DATA ANALYSIS AND DISCUSSION 


The objectives of the analysis were to de- 
termine the extent of variation in patient 
privilege practices within and among VA, 
State, County, Canadian and Hawaiian hos- 
pital groups and to examine possible rela- 
tionships between patient privilege practices 
and such variables as hospital size, hospital 
offices, hospital ownership and doctor-patient 


Privileged pa- 


Privileged pa- 
tients on all 


tients on open 


TABLE 1 


REPORTING AND Non-ReportinG Pusiic HospirAts AND Beps IN THE UNITED STATES, 
CANADA, HAWAII AND PuERTO RIco 


TABLE 2 


PATIENT PRIVILEGES IN 291 STATE, VETERANS ADMINISTRATION, CoUNTY, CANADIAN AND 
HAWAIIAN MENTAL Hospitats * CLASSIFIED ACCORDING TO SEX AND LEVEL OF PRIVILEGE 


U. S. reported hospitals. 95.26% 
U.S. reported beds .... 95.33% 


ratios. Also examined were the relationships 
among distributions of patients on the 4 
levels of privilege—privileged patients on 
open wards, privileged patients on open and 
locked wards, semi-privileged patients and 
non-privileged patients. Data dealing with 
geriatric, tuberculous and medical-surgical 
patients were treated separately. 


EXTENT OF PATIENT PRIVILEGES 


Table 2 shows that 22.3% of all patients 
in the reporting hospitals have full privileges, 
45.8% are semi-privileged and 31.9% are 
non-privileged. Only 57% of the total num- 
ber of privileged patients are on open wards. 

While the numbers of men and women in 
the semi-privileged and non-privileged cate- 
gories are nearly equal, almost twice as 
many men as women are fully privileged. 

Table 3 shows patient privileges by owner- 
ship of hospital. VA hospitals, as a group, 


Semi-privileged Non-privileged 


wats wade pationte All patients 

Sex No. % No. % No. % No. % No. % _ 
47,927 82 82,331 14.1 138,856 23.9 88,587 15.2 309,775 53.2 
26,602 4.6 47,380 8.2 127,791 21.9 97,019 272,198 40.8 
74,529 128 129,720 22.3 206,647 45.8 185,606 31.9 581,973 100.0 


* Values above add both horizontally and vertically, percentages only vertically ee the last column in the extreme 


right. This table includes 6,782 patients in six special mental hospitals for the crimina 


ly insane. The table does not in- 


clude one state hospital with 503 privileged, 6,127 semi-privileged, and 4,844 non-privileged patients (total 11,474 patients) 


due to absence of information relative to the sex of patients. 
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TABLE 3 


NuMBER AND Percent* oF ALL PATIENTS IN 292 MENTAL HospiTALs By DerGREE OF 
PRIVILEGE AND OWNERSHIP 
Privileged pa- 
tients on all 
wards 
Ownership No. 
11.4 95,147 
23.5 21,149 


Privileged pa- 


tients on open Non-privileged 


patients Total 
No. Jo No. % 
160,497 33.8 475,408 80.2 
3518 6.6 53,391 9.0 


Semi-privileged 
patients 


% No. % 
20.0 219,764 46.2 
39.6 28,724 53.8 


29.9 
19.9 
42.7 


22.1 


19.4 5,061 
9.9 7,922 
40.6 527 
129,806 


All above .. 74,333 12.7 


State (criminally 
insane) 2.9 


12.6 


417 6.1 


All above .. 74,529 130,223 21.9 


* Patients add up both horizontally and vertically. All 


column at the extreme right which adds vertically. 


have the smallest proportion of non-privi- 
leged patients and the largest proportion of 
semi-privileged patients. Except for the one 
territorial hospital, the VA group also shows 
the largest percentage of privileged patients 
with the County hospitals in second place. 
Hospitals for the criminally insane have the 
lowest privilege rate but over 40% of their 
patients are semi-privileged. Practices in 
Canadian hospitals do not appear to differ 
much from the state hospitals in the United 
States. 


SIZE OF HOSPITAL 


To examine the relationship between hos- 
pital size and patient privilege, the data were 
analyzed in two ways: (a) one method uses 
the hospital as the unit of analysis whereby 
hospitals of a single type of ownership are 
classified as “high” or “low” depending on 
the percent of open ward, privileged, semi- 
privileged or non-privileged patients in each. 
Each hospital thus receives 4 “high” or “low” 
ratings, one for each of the above levels of 
privilege. Then the frequency of “high” 
and “low” hospitals in each privilege level 
was determined within each of the several 
hospital size groups (e.g., state hospitals 
under 1,000 beds, those between 1,000 and 
3,000 and those of more than 3,000 beds). A 
chi-square test indicates whether the ob- 
served differences in frequency are signifi- 
cant. (b) The second method uses the pa- 
tients as the unit of analysis. Here all 


269,867 


272,774 
percentages add up horizontally except those in the “Total” 


4,864 288 6,980 41.3 16,905 28 
16,345 41.2 15,461 38.9 39,728 6.7 
170) 536 643.5 1,233 2 
31.90 586,665 98.9 


46.0 186,992 


6,782 I.I 


3,458 51.0 


32.1 


2,007 42.9 


46.0 


190,450 593,447 100.0 


patients of a hospital, classified by owner- 
ship and size (e.g., state hospitals over 3,000 
beds) were identified according to the degree 
of privilege accorded to each patient. This 
procedure led to the computation of relative 
frequencies of patients with the 4 degrees 
of privilege in all the hospital groups and all 
sizes of hospitals. 

The analyses that were performed accord- 
ing to the first method included an examina- 
tion using the chi-square test, of a possible 
relationship between hospital size and the 
presence of “high” (more than 20%) or 
“low” (20% or less) frequencies of open 
wards, privileged, semi-privileged and non- 
privileged patients. 

The findings indicate that state hospitals 
of different sizes (less than 1,000 beds, be- 
tween 1,000 and 3,000, and over 3,000 beds) 
differ significantly (.01 level of confidence) 
with respect to presence of “high” or “low” 
percentages of privileged patients residing 
on open wards. The group of hospitals of 
more than 3,000 beds (63 hospitals) appears 
to include proportionately fewer hospitals 
with high percentages (over 20%) of open 
ward patients. Hospitals smaller than 1,000 
beds (22 hospitals) and those of 1,000 to , 
3,000 beds (98 hospitals) have higher pro- 
portions of open ward patients. This is also 
true in regard to all privileged patients resid- 
ing either in open or closed wards. A sig- 
nificantly larger number of state hospitals 
under 3,000 beds have higher percentages of 
open ward and privileged closed ward pa- 
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tients than those of over 3,000 beds. State 
hospitals of different sizes did not seem to 
differ significantly with respect to percent- 
ages of semi-privileged and non-privileged 
patients. 

The groups of VA, county and Canadian 
hospitals of different sizes did not differ sig- 
nificantly within themselves with respect to 
percentages of patients on open wards, privi- 
leged on closed wards, semi-privileged, or 
non-privileged patients. 

These findings provide some evidence that 
size is a correlate of patient privilege prac- 
tices (or security practices) in state hospi- 
tals. This is not borne out for the other 
groups of hospitals. 

This method of analysis, however, does 
not take into consideration “how much” a 
given hospital is “over” or “under” the 20% 
cutting point. Also al! hospitals in a given 
size sub-group (¢.g., state hospitals of 1,000- 
3,000 beds) have been treated as if they all 
have equal number of patients. 

A sharper method of analysis is available 
in which the patient and not the hospital, is 
used as the unit of analysis. Groups of hos- 
pitals of different sizes may be compared on 
the basis of the frequency of patients who 
are accorded the various degrees of privilege. 

Chi-square tests again showed the differ- 
ence in proportion of open ward patients (as 
against closed ward patients) between State 
hospitals of less than 2,500 beds, and hos- 
pitals of more than 2,500 beds to be signifi- 
cant at the .oo1 level (X?=6503). This con- 
firms the indication revealed above as to the 
inverse relationship between hospital size and 
proportion of patients on open wards in state 
hospitals—the larger the hospitals, the fewer 
patients on open wards. Similar tests were 
applied to county and Canadian hospitals in 
terms of the proportion of open and closed 
ward patients. Contrary to the results of the 
previous method, these tests revealed sig- 
nificant differences (at the .oo1 level) in both 
instances, indicating a negative relationship 
between size of county hospitals and percent- 

ages of open ward (vs. closed) patients. The 
proportion of open ward patients in Cana- 
dian hospitals also appears to be negatively 
related to size. These data lead to the de- 
scriptive inference that, at the present time, 
the larger the hospital the fewer are the 


patients on open wards. However, in mak- 
ing comparisons between hospitals, only hos- 
pitals of similar sizes should be compared. 

Comparisons were made with respect to 
levels of patient privilege among groups of 
State, VA and Canadian hospitals of similar 
size. This inter-group comparison was per- 
formed in the same two ways mentioned 
above. 

Use of method (a) indicates that hospitals 
of similar size and of fairly similar propor- 
tions of patients in each of the 4 privilege 
categories are almost equally frequent among 
each of the state, VA and county groups. 
Exceptions to the above statement are as 
follows : 

1. Hospitals with high percentage of semi- 
privileged patients are relatively more fre- 
quent among state hospitals than county hos- 
pitals of comparable sizes. 

2. Hospitals with high percentages of non- 
privileged patients are more frequent among 
state hospitals than VA hospitals and also 
more frequent among Canadian than state 
hospitals of comparable sizes. 

3. Hospitals with high percentage of privi- 
leged patients are relatively more frequent 
among state hospitals than among Canadian 
hospitals of all sizes. 

For a sharper analysis, method (b) was 
used to investigate the relative frequency of 
patients on open and closed wards. State, 
VA, county, Canadian and Hawaiian hospi- 
tals differ significantly regarding their re- 
spective proportions of open ward and closed 
ward patients, as shown in Table 4. 


TABLE 4 


Strate, VA, County, CANADIAN AND TERRITORIAL 
HospitaL Groups sy SIZE AND PERCENT OF 
Open Warp PATIENTS 


Percent of 

Hospital ownership open ward 

and size patients 
State hospitals less than 1,000 beds..... 17.83 


State hospitals of 2,500 or fewer beds... 17.32 
State hospitals of more than 2,500 beds.. 9.05 


All Canadian hospitals ...........0cce00. 9.93 


Canadian hospitals less than 500 beds.. 16.05 
Canadian hospitals between 500-1,000 


Canadian hospitals of more than 1,000 
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The Territorial hospital.................. 40.63 ; 


1108 PATIENT “PRIVILEGES’ 


IN MENTAL HOSPITALS [ June 


The data were examined to determine in- 
terrelationships among the 4 levels of patient 
privilege. Percentages of open ward patients 
were found to correlate positively with per- 
centages of privileged patients on all wards. 
Percentages of privileged patients on both 
open and closed wards were also found to be 
correlated negatively with percentages of 
non-privileged patients. When tested, these 
rank order correlation coefficients which 
ranged from —.2307 to —.7263 proved to be 
statistically significant. 

The relationship between privilege prac- 
tices and patient physician ratios in state hos- 
pitals was also examined. The rank order 
correlation between percent of open ward 
patients and patient-physician ratio was 
found not to be significant at the .o5 level. 
Also the rank order correlation between per- 
cent of privileged patients in state hospitals 
and patient-physician ratio was found not to 
be significant at the .o5 level. 

The hypothesis about a relationship be- 
tween doctor-patient ratio and patient privi- 
leges in VA hospitals did not prove to be 
tenable, since the chi-square value was not 
significant at the .o5 level. 

An exploratory examination of a possible 
relationship between amount of privilege 
(percent of privileged patients in the hos- 
pital) and the recency of the hospital (date 
of its opening) was next made. State hospi- 
tals were placed into groups of those open- 
ing during and through the 19th century 
(115 hospitals), between 1IgoI-i9g20 (27 
hospitals), between 1921-1940 (20 hos- 
pitals), and those opening between 1940 and 
the present time (21 hospitals). The percent 
of open ward, privileged, semi-privileged and 
non-privileged patients for all the hospitals 
in these groups were computed.* The cor- 
responding chi-square values were found not 


5 South Dakota, District of Columbia and Wis- 
consin state hospitals were not included due to 
absence of estimates of patient-physician ratios for 
them. Patient-physician estimates were based on 
information from Selected Tables on resident popu- 
lation, Finances and Personnel in State Mental 
Health Programs, Council of State Governments, 
December, 1956, tables 7 and 11. 

®The dates used in this analysis designate the 
first establishment of the hospitals. Many hospitals 
have added, since opening, major units in which 
the personnel may follow new policies in treating 
and caring for patients. 


to be significant at the .o5 level. The assump- 
tion of a relationship between hospital re- 
cency and patient privileges in state hospitals 
is consequently rejected. 

Similar analyses were performed for all 
the 41 VA hospitals regarding percent of 
privileged patients. The hospitals were clas- 
sified according to the date of opening be- 
fore and after 1946. The chi-square value 
of 4.7 with one degree of freedom is signifi- 
cant at the .05 level of confidence. This indi- 
cates that VA hospitals that were opened 
after 1946 which have higher proportions of 
privileged patients are significantly more 
numerous (9 out of 12) than those which 
were opened before 1946 (11 out of 28). 

Available information on the VA hospitals 
permitted further analyses to be carried out 
in order to identify some other possible cor- 
relates of patient privilege. It was found 
that presence and absence of residency pro- 
gram, urban and rural location of the hos- 
pital, and sex of the patient did not seem to 
be related to the degree of patient privileges. 


EXTENT OF PRIVILEGE PRACTICES AMONG 
GERIATRIC, MEDICAL-SURGICAL AND TUBER- 
CULOSIS PATIENTS IN MENTAL HOSPITALS 


In order to arrive at an over-all estimate 
of privileges given to patients on geriatric, 
GM&sS and TB services in comparison to 
patients on all other services in mental hos- 
pitals, an analysis was made in this respect 
for all the patients regardless of hospital 
ownership. It was found that: 

1. The over-all proportion of privileged 
patients on open wards in all the hospitals, 
12.7%, is significantly greater than the same 
proportions for the geriatric, GM&S, and 
TB patients collectively, 4.3%, and sepa- 
rately, geriatric=4.9%, GM&S=3.0% and 
TB=2.9%. 

2. The over-all proportion of privileged 
patients on all wards in all hospitals, 22.1%, 
is also significantly greater than similar pro- 
portions for the geriatric, GM&S, and TB 
patients, as a group, 10.6% and separately : 
geriatric= 11.3%, GM&S=8.4% and TB= 
9.1%. 

3. Again the over-all proportion of semi- 
privileged patients on all wards of all hos- 
pitals, 46.0% is greater than those of geri- 
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atric, GM&S and TB patients combined, 
36.7%, and separately geriatric= 39.2%, 
GM&S= 28.6% and TB=30.5%. 

4. The percentage of non-privileged pa- 
tients in general 31.9% is, consequently, sig- 
nificantly less than that of all the 3 sub- 
groups together 52.7%, and in each: geri- 
atric=49.5%, GM&S=63.0% and TB= 
60.4%. 

Our data from reporting hospitals show 
that the geriatric, GM&S and TB patients 
make up approximately 19.0%, 3.9% and 
2.7% of the total number of all patients. The 
3 groups together constitute about 25.6% of 
all patients.’ They, however, make up only 
8.9% of all privileged patients on open 
wards, 12.3% of all privileged patients on all 
wards, 20.4% of semi-privileged patients 
and 42.2% of all the non-privileged patients. 

The relative “contribution” of these 3 sub- 
groups to the total population of mental hos- 
pitals is greater than their relative contribu- 
tion to the privileged and the semi-privileged 
segments of patient population. Inversely 
their representation among the non-privi- 
leged segment of mental hospitals popula- 
tion is far greater than their over-all pro- 


7 These values are based on only those geriatric, 
GM&S and TB patients whose level of privilege 
is known. 


TABLE 5 


DEGREE AND AMOUNT OF PRIVILEGES OF PATIENTS ON GERIATRIC, GM &S anp TB Services, 
AND ALL PATIENTS IN THE VA, STATE, CouNTy, CANADIAN AND HAWAIIAN HospiTat Groups 


portion among all patients. Patients housed 
in geriatric, GM&S and TB services have 
considerably less unsupervised freedom of 
movement than other patients in mental hos- 
pitals. Table 5 shows that this is true in all 
state VA, county and Canadian and Hawai- 
ian Hospital groups. It also shows that pa- 
tients on these services enjoy on the whole 
more freedom of movement in VA hospitals 
and less in the Hawaiian and Canadian hos- 
pitals. 


SUMMARY AND CONCLUSIONS 


The literature reports many changes in 
mental hospital philosophy and attitudes that 
reflect on security practices. Since these 
practices appear to have a direct bearing on 
requirements for physical facilities, the Ar- 
chitectural Study Project sought to (a) as- 
sess the extent and degree of privilege and 
responsibility permitted to patients in the 
various types of mental hospitals in this 
country (b) to establish a base line in refer- 
ence to security practices in order to detect 
future changes and trends; and (c) to iden- 
tify some of the factors which might be 
related to security practices in mental hos- 
pitals. 

A mail questionnaire sent to all public 


Percent of pa- 


tients on Ger. Percent of 

oe GM&S & TB patients on 

Hospital group Level of privilege services all services 
fe nee Privileged patients on open wards 8.33 23.5 
All privileged patients 21.70 39.61 
Semi-privileged patients 55.62 53.8 
Non-privileged patients 22.6 6.58 
Privileged patients on open wards 4.1 11.4 
All privileged patients 9.7 20.0 
Semi-privileged patients 35.1 46.2 
Non-privileged patients 55.2 33.8 
County hospitals ............. Privileged patients on open wards 9 19.4 
All privileged patients 8.7 29.9 
Semi-privileged patients 35.8 28.8 
Non-privileged patients 55.5 41.3 
Canadian hospitals ............ Privileged patients on open ward 1.2 9.9 
All privileged patients 5.5 19.9 
Semi-privileged patients 31.3 41.2 
Non-privileged patients 63.2 38.90 
Hawaiian hospitals ........... Privileged patients on open wards ts) 40.6 
All privileged patients 2.5 42.7 
Semi-privileged patients 1.3 13.8 


Non-privileged patients 
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mental hospitals in the United States, Can- 
ada, Hawaii and Puerto Rico, resulted in 
information from 94% of the hospitals 
which also contained about 94% of all beds 
in all public mental hospitals. 

Analysis of the data showed that 12.8% 
of all the patients in all the hospitals are on 
open wards, 22.3% are privileged, 45.8% are 
semi-privileged and 31.9% are non-privi- 
leged. 

State, VA, county, Canadian and Hawai- 
ian hospitals appear to differ significantly in 
their patient privileges practices. VA hos- 
pitals appear to have the smallest proportion 
of non-privileged patients and semi-privi- 
leged patients. Except for the one Hawai- 
ian hospital, the VA hospitals also have the 
largest percentage of privileged patients with 
county hospitals in second place. Hospitals 
which are primarily or entirely for the crimi- 
nally insane have the lowest privilege rate. 
Canadian and state hospitals are fairly simi- 
lar in their practices. 

Variation in patient privilege practices 
within each hospital group seems to be re- 
lated to size of the hospital. Doctor-patient 
ratios and recency of hospitals do not seem 
to be related to privilege practices except in 
VA hospitals where hospitals established 
after 1946 showed higher percentages of 
open ward patients than those established 
prior to this date. Geriatric, medical-surgical 
and tuberculosis services show a generally 


lower privilege level than the rest of the 
services in mental hospitals. 

The trend of present day psychiatric 
thinking and practice is toward the open 
hospital. Yet the data presented here shows 
that there is still a very long way to go. It 
would be of utmost importance to determine 
those factors that bear upon this issue. This 
study did not attempt to discover the role of 
staff attitudes in security practices but evi- 
dence is available (Greenblatt (2), Stanton 
(6), our study (4)) that this may be a key 
factor. 
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CLINICAL NOTES 


IPRONIAZID PHOSPHATE IN THE TREATMENT OF THE 
CHRONIC HOSPITALIZED SCHIZOPHRENIC 


In order to study the effects of Iproniazid 
Phosphate, reportedly a “psychic energizer,” 
on the chronic hospitalized schizophrenic pa- 
tient, 64 males from the continued treatment 
service of the Warren State Hospital, War- 
ren, Pa., were selected, matched according 
to age, duration of illness, diagnosis, previ- 
ous therapy and randomly assigned into two 
groups: one group to receive Iproniazid, the 
other a placebo of identical size, shape, color 
and weight. These patients had not received 
any therapy for 6 months and were con- 
sidered as stabilized in their illness. 

Each patient was evaluated by a psychia- 
trist, ward personnel, and a clinical psy- 
chologist. Inasmuch as the double-blind 
method was used, these evaluators were not 
aware of the type of medication the patient 
was to receive. After a 54-month period of 
treatment, during which the original dosage 
of 150 mg. per day of Iproniazid, was re- 
duced in some instances because of the ap- 
pearance of toxicity, the same evaluators, 
using identical forms, appraised the mental 
status of the patient again. 

The psychiatrist’s evaluations indicated 
there was no statistically significant change 
in the mental status of patients receiving 
Iproniazid, when compared to the control 
group receiving placebo. The P-factor was 
about 0.2. 

The ward evaluations of the behavior of 
the patients indicated there was no statisti- 
cally significant change in their ward be- 
havior. 


1 Warren State Hosp., Warren, Pa. 


The value of music in the treatment of 
mental illness has been discussed over the 


1 Cherry Knowle Hospital, Ryhope, Sunderland, 
England. 


ARTHUR HOSHINO, M.D., ann EUGENE A. CEASE, M. A.1 


A COMPARISON OF RHYTHMIC AND NON-RHYTHMIC MUSIC 
IN CHRONIC SCHIZOPHRENIA 


AARON GILLIS, M.B., C. F. LASCELLES, M.B., ann NORA CRONE, M. B.1 


The finding of increase in body weight, 
due to Iproniazid therapy was not supported 
in this controlled study. Of those receiving 
Iproniazid, there was an arithmetical mean 
of +0.2 pounds; of those receiving placebo, 
there was an arithmetical mean of —3.5 
pounds. Statistically, the P-factor is 0.2, in- 
dicating differences are due to chance. 

Patients were evaluated psychologically by 
the Shipley-Hartford vocabulary test, this 
test being utilized because of its relatively 
objective nature, ease of group administra- 
tion and other factors. The abstract phase 
was not used because the majority of the 
patients found it too difficult. Of those re- 
ceiving Iproniazid, mean number of correct 
answers before medication was 14.9, at the 
end of study 15.0. Of those receiving 
placebo, the mean number of correct answers 
befure medication was 12.2, at the end of 
the study 14.3. Statistical evaluation of the 
change shows the difference is due to chance 
and is not of significance, the P-factor being 
0.5. 

For 44% of those receiving Iproniazid, the 
daily dosage remained 150 mg. First signs 
of toxicity appeared in the average of 10.2 
weeks for the 56% who required lowering 
of the original dosage of Iproniazid. 

In summary, in a carefully controlled 
double-blind study, Iproniazid was found to 
have no significant effect in the mental state 
of the chronic hospitalized schizophrenic. 


years. The literature is reviewed by Soibel- 
man (1948). Attempts at objective assess- 
ments have been few and often lacked va- 
lidity. The attention of the authors was 
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drawn to a form of dance music showing as 
a chief characteristic a strongly pronounced 
rhythm which appeared to act on its devotees 
as a powerful stimulus leading them to the 
performance of extremely energetic and 
long-sustained rhythmic movements (Rock 
’n Roll) ; and this led them to feel that this 
type of music might be used in an attempt 
to rouse chronic schizophrenic patients from 
their apathy and inertia. A series of con- 
trolled observations on two groups of 25 
chronic schizophrenic patients was under- 
taken, the second group acting as a control. 
Each group was subject to two one-hour 
sessions of rhythmic and non-rhythmic music 
respectively for a week. Assessments were 
made of each individual patient by a psychi- 
atrist and a nurse before and after the ex- 
periment. The psychiatrist used a 10 unit 
scale modified from the scales used by Mala- 
mud et al. (1951). The rating scale applied 
by the nurse was the Albany Behavioural 
Rating Scale, Shatin and Freed (1955). 
The clinical assessments of the rhythmic 
group showed 9 improved out of 20 and in 
the rating scale assessments there were 9 im- 
proved out of 25. In the non-rhythmic group 
there were 9 improved out of 25 in the clini- 
cal assessments and 8 out of 26 in the rat- 
ing scale assessments. That is to say that a 
substantial number of patients in both 
groups showed appreciable improvement. A 
sex difference appeared in that the females 


In an earlier study(1) on the treatment 
of chronic schizophrenics with proclorpera- 
zine alone in doses up to 900 mgs. a day, it 
was found that, although this drug was an 
effective one, its usefulness was diminished 
by the high incidence of extra-pyramidal 
side-effects, such as, rigidity, tremors and 
postural symptoms. These side-effects were 
more marked as the dosage became higher. 
Because of this it was decided to try a com- 
bination of drugs whereby the proclorpera- 


1 Rockland State Hospital, Orangeburg, N. Y. 


USE OF CHLORPROMAZINE COMBINED WITH 
PROCLOR PERAZINE 


JOSEPH A. BARSA, M.D.1 


in the rhythmic group showed a relatively 
greater improvement than those in the non- 
rhythmic group. 


CONCLUSIONS 


Music applied in a therapeutic atmosphere 
leads to clear cut clinical improvement in 
chronic hospitalised schizophrenics. In these 
observations there was no advantage of 
quick rhythmic music over non-rhythmic 
music. Analysis of results by sex shows that 
the female group tended to derive more 
benefit from rhythmic music than the male 
group. 

SUMMARY 


Two groups of chronic schizophrenic pa- 
tients attended twice-weekly sessions of 
rhythmic and non-rhythmic music respec- 
tively for 6 months. Assessments were made 
by psychiatric interview and rating scale be- 
fore and after this period. Appreciable im- 
provement occurred in both groups. The 
female group showed a particularly good re- 
sponse to rhythmic music. 
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zine could be used in smaller doses, at the 
same time retaining its effectiveness. Thus 
the combination of chlorpromazine (Thora- 
zine) and proclorperazine (Compazine) was 
used. 

The first group of patients consisted of 
10 chronically disturbed female psychotic pa- 
tients. Nine were diagnosed as schizophrenic 
and one as involutional psychosis, melan- 
cholia. Their ages ranged between 24 and 
57. All of the patients had previously been 
treated with chlorpromazine alone in doses 
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up to 1800 mgs. a day for 6 months, and 
later with proclorperazine alone in doses up 
to goo mgs. a day for 5 months without no- 
ticeable improvement. These patients were 
then treated with a combination of chlor- 
promazine and proclorperazine. The dose 
of chlorpromazine was not greater than 800 
mgs. a day and the dose of proclorperazine 
not greater than 100 mgs. a day. At the 
end of 6 months the patients were evaluated 
as follows: 3 patients were moderately im- 
proved, that is, although they were not well 
enough to live outside of a hospital, their 
behavior had improved to such an extent 
that they were now usually cooperative and 
adjusting fairly well to the hospital environ- 
ment ; 3 patients were slightly improved, that 
is, they were a little easier to manage but 
still manifested excited, assaultive or de- 
structive behavior ; and 4 patients were un- 
improved. 

Because of the encouraging results in this 
pilot study, a larger group of 100 female 
schizophrenic patients was selected. Their 
ages ranged from 17 to 65 years, and their 
present hospitalization wes from 2 to 25 
years. They manifested a variety of be- 
havior; some were extremely withdrawn, 
seclusive, preoccupied, apathetic ; others were 
disturbed, excited, restless, overtalkative, 
and still others were very hostile and para- 
noid in their attitude and behavior. All of 
the patients had been previously treated with 
chlorpromazine alone in doses up to 1800 
mgs. a day for 6 to 12 months with slight or 


Some of the drugs introduced in recent 
years for the psychiatric patient were origi- 
nally designed for other purposes and have 
been discovered only incidentally to sedate, 
“tranquilize,” or otherwise benefit the emo- 
tionally disturbed patient. One recent drug 
introduced for the treatment of Parkin- 
sonism and muscle spasm, orphenadrine hy- 


1 This study was carried out at the Philadelphia 
General Hosp. 
24401 Market St., Philadelphia 4, Pa. 


ORPHENADRINE IN THE TREATMENT OF DEPRESSION 
A PRELIMINARY StTupy * 


JONAS B. ROBITSCHER, M.D., ann SYDNEY E. PULVER, M. D.? 


chloride) is a derivative of the antihistamine 


no improvement in their symptoms. The pa- 
tients were then treated with a combination 
of chlorpromazine and proclorperazine for 
6-12 months. The dose of chlorpromazine 
was usually between 100 and 150 mgs. 4 
times a day, and not more than 800 mgs. a 
day. Although the dose of proclorperazine 
varied between 5 and 25 mgs. 4 times a day, 
the more common dose was 10 mgs. 4 times 
a day. After treatment with combined chlor- 
promazine-proclorperazine the patients were 
evaluated as follows: 10 markedly improved, 
that is, in remission and able to be released 
from the hospital ; 22 moderately improved, 
48 slightly improved, and 20 unimproved. 

In this combined therapy side-effects were 
minimal. By keeping the dosage of chlor- 
promazine low an excessive sedative or re- 
tarding effect was avoided, and by keeping 
the dose of proclorperazine low the extra- 
pyramidal symptoms were reduced in fre- 
quency and severity. Furthermore, in my 
experience this combination of drugs has 
proved to be the most potent in combating 
the delusions and hallucinations of the 
schizophrenic, and should be used in all cases 
not responding to chlorpromazine or proclor- 
perazine alone. » 
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drochloride (Disipal),’ has been noted to 
have as a side effect a euphoric action. The 
authors therefore decided to study the effects 
of orphenadrine on depression in a small 
group of psychiatric patients. 

Orphenadrine hydrochloride (B-dimethyl- 
aminoethyl 2-methylbenzhydryl ether hydro- 


8 Orphenadrine hydrochloride used in this study 
was supplied as Disipal by Riker Labs., Inc., Los 
Angeles, Cal. 
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diphenhydramine but has little antihistaminic 
activity itself; it is unusual in causing cen- 
tral nervous system stimulation rather than 
the depression common with some other anti- 
Parkinsonism agents. 

The euphoric effects of orphenadrine were 
noted by Doshay and Constable(1) who 
have reported on 176 cases of paralysis 
agitans treated with orphenadrine. They re- 
ported that weakness, tiredness, and mental 
depression, frequent symptoms of paralysis 
agitans, were often alleviated by orphena- 
drine with no increase of tremor. They 
stated that “orphenadrine exerts a highly 
selective action in providing a feeling of 
well-being to depressed and discouraged 
patients and energy, strength, and activity 
to weak and incapacitated individuals.” They 
further stated that “mental depression was 
corrected in 31 of 37 patients (84%)” and 
that of 10 patients in the series with mental 
confusion, obsessions, delusions and _ hallu- 
cinations, 7 were improved. 

In the present study 12 hospitalized psy- 
chiatric patients and 2 outpatients with de- 
pressive features have been given orphena- 
drine. The hospitalized patients were se- 
lected from routine admissions to a public 
urban psychiatric hospital who showed symp- 
toms of or complained of depression and 
fatigue ; the chief criterion in the selection 
of the hospitalized patients was that they 
were under consideration for electroshock 
therapy. The outpatients were selected be- 
cause of a lack of improvement on other 
forms of chemotherapy.' The patients in- 
cluded 7 cases of involutional psychotic re- 
action, 2 manic-depressive depressed, I psy- 
chotic depression, 2 paranoid schizophrenic 
reaction (with marked depressive features), 
and 2 cases of psychoneurotic depressive re- 
action. In this preliminary study, a control 
group was not used. The dosage of orphena- 
drine was that recommended for paralysis 
agitans, 50 mg. three or four times daily, 
since only minimal adverse side reactions 
have been reported with these dosages. With 
the exception of 2 patients who received 
chlorpromazine in addition to orphenadrine, 
administration of other drugs, including 
night-time sedation, was omitted except on 
special order. 

Beneficial effects most frequently noted 


by patients themselves included increased ap- 
petite, more restful sleep, less difficulty in 
falling asleep, more optimism concerning 
the future, less anxiety and agitation. In ad- 
dition it was observed that the patients 
showed better socialization, more coopera- 
tion with hospital personnel, and a decrease 
in confusion. 

The patients were rated clinically by the 
authors twice weekly and at the completion 
of therapy as follows: recovered, able to 
leave the hospital and return to work free of 
symptoms ; much improved, able to leave the 
hospital but with some remaining symp- 
toms; moderately improved, symptomatic 
improvement not sufficient for discharge 
from the hospital; no improvement, no re- 
lief of symptoms. Of the 14 patients in the 
series, after trials of therapy of not more 
than 6 weeks, 2 were rated as recovered, 3 
as much improved, 4 as moderately im- 
proved, and 5 as no improvement. The 2 
cases rated recovered were both in the in- 
volutional psychotic reaction classification 
but 3 other patients in the same classifica- 
tion showed no improvement. 

Doshay and Constable in their series noted 
no serious adverse side reaction, although 
some of their patients reported excitation, 
dryness of the mouth, clouding of the 
mind, increase of tremor, nausea, and in- 
somnia. Gastric upset, dizziness, drowsi- 
ness and urinary retention have also been 
reported as side effects by other observers. 
In this study, dizziness, nausea and dryness 
of the mouth were reported by a few pa- 
tients, but these reactions were transitory 
and did not interfere with therapy. 


SUMMARY 


In this preliminary study, 14 psychiatric 
patients with depressive features were 
treated with orphenadrine to determine if 
the euphoric action, previously reported as 
a side-reaction in nonpsychiatric patients, oc- 
curs and is beneficial in depression. Two of 
the patients were rated as recovered; 9 
showed beneficial effects including improved 
behavior, more optimism concerning the 
future, decreased anxiety and agitation. Fur- 
ther studies with adequate controls and a 
double blind technique are warranted to de- 
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termine if orphenadrine can prove useful 


in the treatment of depressed psychiatric 


patients. 
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EXPERIENCES WITH MARSILID WITH REPORT OF ONE DEATH 


ERWIN R. SMARR,! M.D., HERMAN WOLF, M.D.,1 ano MAURIE D. PRESSMAN, M.D. 


Iproniazid has been recently introduced 
into clinical practice as a “psychic ener- 
gizer.”(1, 2, 3, 4). The following reports 
result from a clinical study with 25 patients 
from private and clinic practice, selected be- 
cause of their depressive and/or anergic 
symptomatology. Because of the increasing 
use of this drug and its convincing therapeu- 
tic action as well as its demonstrated toxicity, 
we feel that it is important to present this 
data, since so few data have been published 
from the clinical usage. We realize that the 
evaluations are clinical and are not validated 
by more exacting research(5, 6). 

Marsilid was given in initial dosage of 
150 mg. per day in 24 cases and 100 mg. in 
one case. Dosage was uniformly maintained 
until the appearance of improvement or toxi- 
city, and then gradually reduced accord- 
ing to clinical indication. The total duration 
of administration varied from 23 days to 25 
weeks, and the total dosage varied from 
1.4 gms. to 23.1 gms. The median total dose 
was 5.0 gms. In 21 cases serum trans- 
aminase determinations were made at 4-week 
intervals, and CBC and urinalyses were done 
at the start of treatment and periodically as 
indicated. 


RESULTS 


Improvement here is defined as over and 
above the results obtained with previous 
drugs, ECT (4 cases), or no treatment. Six- 
teen cases (64%) improved and 9 (36%) 
were unimproved; no patients were made 
psychologically worse. Of the total group 
4 (16%) showed marked improvement, I1 
(44% ) moderate improvement and only I 
(4%) slight improvement. These figures 
show a higher improvement rate than those 
of Ayd(7). Among the 4 markedly im- 
proved all were depressions: 2 involutional, 
and 2 chronic neurotic depressions. Among 


1Eastern Pennsylvania Psychiatric Institute, 
Philadelphia, Pa. 


the moderately improved there were 5 in- 
volutional depressions: 1 neurotic depres- 
sion, chronic ; 1 manic-depressive, depressed ; 
2 chronic anxiety reactions with phobias, de- 
pression and obsessions; I acute neurotic 
depression ; I schizo affective reaction. The 
one case of slight improvement was a manic- 
depressive, depressed. Those unimproved 
included 3 chronic neurotic depressions, 1 
involutional depression, I anxiety reaction, 
I passive dependent personality, 2 paranoid 
schizophrenics, and 1 chronic undifferenti- 
ated schizophrenic. Improvement, when it 
occurred, usually began at about 2-3 weeks. 
Minor toxic symptoms tended to appear at 
the same time. If there was not at least mod- 
erate improvement by the end of the fourth 
week, no improvement foilowed. 

Toxicity.—In the order of frequency side 
effects included: dizziness, hypereflexia, in- 
somnia, light-headedness, dry mouth, hypo- 
tension, muscular irritability, peripheral neu- 
ropathy and neuralgia, palpitations, edema, 
dysuria, jaundice, convulsions, palmar ery- 
thema, ataxia, tremulousness, generalized 
aches, and hot flushes. 

The most important toxicities included 2 
cases of jaundice (one died), 1 patient who 
had a convulsive seizure when the dosage 
was rapidly reduced in the third week, and 
3 patients with painful tender gums. A third 
case of jaundice is probably homologous 
serum hepatitis, to which the Marsilid may 
have been contributory. 

Jaundice.—Case #1 had received the drug 
for 5 weeks, for a total of 3.25 gms., and 
jaundice developed 3 days after discontinu- 
ance. Case #2 had received Marsilid 33 
days, total dosage 3.75 gms., and jaundice 
appeared 20 days after discontinuance. Case 
#3 received 6.75 gms. in 12 weeks. She 
was still receiving 50 mg. per day when she 
developed fulminating hepatitis, and died 8 
days later. Autopsy was not granted. 

The serum glutamic oxylacetic transami- 
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nase was used as a sensitive screening of 
possible hepatic toxicity at 4-week intervals 
before and during administration in 21 of 
the 25 cases. Upon abnormal rise the dosage 
was usually reduced, with subsequent fall of 
transaminase level. In 3 cases the same 
dosage was continued and the transaminase 
level returned to normal despite the drug. 


CONCLUSIONS 


Marsilid has proven to our satisfaction 
that it is the most effective chemical to ap- 
pear so far for the treatment of ambula- 
tory depressions. Its action is physiological. 
We do not know its effectiveness for patients 
severely depressed enough to require hospi- 
talization. Several of our patients did not 
require ECT, which we would otherwise 
have prescribed. The drug is apparently 
toxic to a dangerous degree to certain indi- 
viduals, and toxic to very mild degrees in 
others. Perhaps it is a safe drug to use for 
a limited period. It is unclear whether total 
dosage, duration of treatment, or purely 
idicsyncracity are related to these hepatitis 


THE USE OF ORAL HYPOGLYCEMIC AGENTS IN THE 


reactions. This is an important therapeutic 
advance which should be pursued further, 
but a safe regimen needs to be worked out 
as more data are accumulated. 
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TREATMENT OF SCHIZOPHRENIA 


CARL GOULDMAN, M.D.,1 HARRY HENDERSON, M. D.,2 DOROTHY CHRISTIAN, R.N.,3 
anD JACKSON A. SMITH, M. D.,* 


In 1942 jJanbon and Lazerges(5) noted 
the hypoglycemic effect of sulphanilamido- 
isopropyl-thiodiazole in normal subjects 
when taken orally. Loubatieres(6) (1944), 
Bovet and Durost(2) (1944) extended the 
work with oral hypoglycemic agents. In 
1955, Achelis and Hardebeck(1) noted that 
carbutamide produced “a certain euphoria” 
in healthy subjects. Franke and Fuchs(3) 
the same year reported that carbutamide re- 
duced the blood sugar in diabetics (D 860), 
and Arno Voelkel(7) described the use of 
nadisan, an oral hypoglycemic agent, in com- 


1 Staff Physician, Hastings State Hospital, Ingle- 
side, Nebr, 

2 Resident Psychiatrist, Nebraska Psychiatric 
Institute, Omaha, Nebr. 

8 Research Nurse, Norfolk State Hospital, Nor- 
folk, Nebr. 

4 Director of Research, Nebraska Psychiatric In- 


stitute, Omaha, Nebr. 


bination with insulin in the treatment of 
psychotic patients. 

In a paper delivered in 1957, Frost(4) re- 
ported that carbutamide had a euphorizing 
and anti-hallucinogenic effect in 24 of 30 
schizophrenic patients treated. He intro- 
duced the etiological possibility of schizo- 
phrenia’s being an encephalopathy of toxic- 
infectious origin which could be favorably 
affected by the bacteriostatic action of sul- 
phonamides. 


METHOD 


In an effort to duplicate this encouraging 
report, a group of 41 chronic schizophrenic 
patients were given carbutamide (Orinase, 
a chemically similar hypoglycemic agent) 
orally in a dosage of 0.5 grams twice daily 
for six weeks. To more adequately appraise 
the results of treatment, patients in two 
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state hospitals were included in the group. 
They were evaluated separately, using simi- 
lar criteria, by different observers (16 pa- 
tients in one hospital and 25 in the other).° 

These patients had been hospitalized an 
average of 17.2 years, their average age at 
the time of the study was 48.9 years, and at 
the time of their admission to the hospital 
their average age was 31.7 years. Twenty- 
seven of the patients were women and 14 
were men. The majority of these patients 
had been refractory to one or more of the 
following therapies: metrazol, insulin coma, 
electric shock, lobotomy, and tranquilizers. 
They were chronic patients. 

A control mental status examination was 
done prior to the initiation of the project 
and at its completion by the same observer. 
Weekly progress notes which included the 
interviewer's recorded impression of behav- 
ioral change and the opinions of ward per- 
sonnel were included. Leukocyte counts and 
blood sugar determinations were done on 16 
of the patients twice weekly. 


RESULTS 


Of the 39 patients who completed the 
study, only two showed changes considered 


{This study was supported in part by a grant 
from The Upjohn Company, Kalamazoo, Mich., who 
also furnished the drug. Supported in part by Ne- 
braska Board of Control Fund for Psychiatric 
Research. 


to be significant. One of these two patients, 
diagnosed a schizophrenic reaction, catatonic 
type, who had been hospitalized 24 years, 
became briefly active and cooperative; the 
second, diagnosed schizophrenic reaction, 
simple type, became more appropriate, 
friendly and interested. These changes were 
interpreted as resulting from spontaneous 
change and attention rather than a specific 
response to the treatment. 

No significant variation in the blood glu- 
cose level was noted. No significant effects 
on behavior which could be attributed to the 
drug were noted in this study. 
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The efficacy and possible advantages of a 
single daily dose of chlorpromazine in sus- 
tained release Spansule* form was investi- 
gated with 20 severely psychotic chronic pa- 
tients whose institutional adjustment had 
been stabilized at significantly improved 
levels for many months or years previously 
by divided daily doses of chlorpromazine in 
conventional tablet form. 

All had been extremely combative, agi- 


1From the Galesburg State Research Hospital, 
Galesburg, III. 

2 Chlorpromazine Spansules were provided by 
SKF Laboratories, Inc. 


MANAGEMENT OF SEVERE CHRONIC PSYCHOTICS WITH 
SUSTAINED RELEASE CHLORPROMAZINE 


HENRY STARAS, M.D., ann THOMAS TOURLENTES, M. D.1 


tated, and destructive before the advent of 
chlorpromazine, and although they were 
greatly improved in this respect, general ap- 
pearance, thinking, affect, and socialization 
remained quite pathological. They ranged in 
age from 37 to 79 years, with a mean age 
of 57.1, and hospitalization ranged from 4 
to 45 years with a mean stay of 15.8 years. 
Sixteen carried a schizophrenic diagnosis, 
and 4 were classified as organic brain syn- 
dromes. Daily chlorpromazine intake ranged 
from 100 to 400 mgs., with a mean dosage 
of 180 mgs. 

They were divided into matched groups. 
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Group I, 10 patients, received a single daily 
morning Spansule of chlorpromazine equiva- 
lent to the total daily individual amount re- 
ceived previously in tablets. Group II, 10 
patients also, were given a single daily Span- 
sule, but previously establisiied dosages were 
reduced from 25% to 50% to determine if 
improved behavior could be maintained on 
less chlorpromazine intake. Three of these 
patients received their medication at bed- 
time because disturbed behavior occurred 
mainly at night. Patients of both groups 
were observed routinely on daily ward 
rounds, and interviewed weekly to record 
finer changes in mental status. Ward nurs- 
ing and incident records were consulted for 
additional information bearing on behavior. 
After two months dosage schedules were re- 
versed for the two groups and observations 
continued for another month. 


RESULTS AND CONCLUSIONS 


No immediate loss of drug control oc- 
curred during the transition phase, and no 
undesirable physiological side effects were 
noted at any time. Precautionary bed rest 
immediately following intake to obviate hy- 
potensive effects was found unnecessary. 
These observations indicate a satisfactory 


initial rate of release of the active drug by 
the special vehicle. However, 5 patients in 
Group I relapsed to former disturbed be- 
havior within a few days. This disturbance 
occurred at night indicating a drop in effec- 
tive drug levels 12 to 16 hours after inges- 
tion. All patients manifested increased dis- 
turbance when former optimum daily dose 
levels were reduced. Three Group II pa- 
tients had trouble falling asleep on reduced 
dosage presumably because of the slower 
rate of release of the active drug, and one 
developed nocturnal enuresis probably as a 
result of the more prolonged sedation. Re- 
sistive suspicious patients seemed more ac- 
cepting of the single morning Spansule and 
required less persuasion than with multiple 
tablets. 

Initial control and adjustment of mainte- 
nance requirements is achieved more easily 
by the quicker acting tablets, but subsequent 
medication with Spansules is convenient and 
economic of personnel time and effort, and 
permits uninterrupted attention to the other 
important aspects of patient care programs. 
Further refinement of the rate of release to 
provide more sustained drug activity after 
12 hours, and adaptation of the delayed re- 
lease principle to other psychotropic agents 
seems advisable. 


TRILAFON TREATMENT IN PSYCHOTICS 
I. I. WEISS, M.D., J. H. RUBINGER, M.D., M. SORIN, M.D., ano N. RYZEN, M. D.1 


Perphenazine (Trilafon) a new phenothia- 
zine ataraxic was prescribed for 10 months 
for 363 chronic, psychotic females. They 
were selected regardless of diagnosis, and 
suffered from a variety of functional and 
organic illnesses. Ill-effects were not no- 
ticed in the 2.7% using 96 to 320 mg. daily. 
Daily dosages ranged from 8 to 64 mg. in 
97.27%. Small amounts of other ataraxics 
were used at first by 10% early in the 
survey. 

Extrapyramidal symptoms appeared in 
38.3% ; this would be less if male patients 
were included, since high incidence in fe- 
males has been noted with other phenothia- 
zines too. Cogentin, Artane, and Pagitane 


1 Staff, Stockton (California) State Hospital. 


eliminated them; and subsequently even 
larger doses were tolerated without their re- 
appearance when antiparkinsonian prepara- 
tions were discontinued. The same type of 
side-effects complicated treatment with Trila- 
fon as with other phenothiazines but they 
presented no management problem in the 
hospital setting. Occasionally doses were 
lowered ; sometimes other medications were 
given as symptomatic treatment. Jaundice 
was not seen. Disturbances in temperature 
and blood pressure were not observed. Over- 
sedation was rare and depression did not 
appear. 

A severe shock-like state with convulsions 
was a medical emergency in 4 patients. Al- 
though the pulse rose to 120, blood pressure 
was not altered. Coma was deep with sali- 
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CLINICAL NOTES 


vation and perspiration profuse. The body 
assumed a fetal position with limbs flexed 
and rigid. Intramuscular amytal was fol- 
lowed by deep sleep for three or four days. 
They subsequently used Trilafon unevent- 
fully. 

Trilafon was discontinued in 4 cases when 
patients became too disturbed; in 3 when 
extrapyramidal symptoms were not relieved 
by antiparkinsonian medications ; in 4 when 
severe shock set in; in 2 when convulsions 
were hard to control; and in 3 when the 
blood granulocytes were noticeably reduced. 

Discontinuing treatment in 5.6% of pa- 
tients is about the same as experiences with 
other phenothiazines. Improvement was 
noted in 74.7% ; but 14.3% were not helped ; 
and 5.5% got worse. Only 7.7% left the 
hospital following improvement with Trila- 
fon; many more could have left, had social 
resources been available to them. Extra- 


mural care and housing facilities must be 
developed to a greater degree than is cur- 
rently available to get maximum benefits for 
patients using ataraxics in a state hospital. 
Other patients not using medication bene- 
fitted indirectly from the improvement in 
the ward milieu accompanying this treat- 
ment. 

In contrast with other phenothiazines, 
Trilafon was found more potent and more 
rapid in controlling behavior disturbances. 
Smaller amounts were needed and less drow- 
siness was noted. Younger patients re- 
sponded better than oldsters. Resistance to 
taking Trilafon was less than that found in 
using other ataraxics. Weight gain was less 
than conventionally found in treatment with 
tranquilizers. The impulsive, unprovoked 


disturbances and assaultiveness of lobot- 
omized patients was not influenced by this 
most potent tranquilizing drug. 
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CASE REPORTS 


TREATMENT OF A CASE OF PSYCHOTIC DEPRESSION COM- 


PLICATED BY AORTIC HOMOGRAPH REPLACEMENT 
J. WEATHERLY, M.D.,! anv L. M. VILLIEN, M. D. 


In May, 1955, a 53-year-old man had a 
routine chest x-ray that revealed a lesion of 
his descending thoracic aorta. Further stud- 
ies proved this to be an aneurysm of arterio- 
sclerotic origin. Two months later, under 
hypothermia with a low of 85.5° F., the 
aneurysm was removed through a left thora- 
cotomy, and a homograph replacement was 
inserted. The total occlusion time was 53 
minutes. 

Two weeks later, hemorrhage from a 
duodenal ulcer necessitated a subtotal gas- 
trectomy. 

His recovery from both operations was un- 
eventful, and two weeks after the second 
operation he was discharged from hospital 
surgical care with diet, meprobamate, and 
nocturnal sedation prescribed. 

His physical condition remained satisfac- 
tory, but within a month after he returned 
home, he began to have trouble in making 
decisions, could not work, lost sleep, became 
morose and seclusive, thought that his family 
was against him, and brooded about suicide. 
His emotional state slowly but constantly 
worsened until psychiatric hospitalization be- 
came necessary—8 months after his major 
surgery. 

For a while after his admission he tried 
to mask his feelings, attempted to conform 
to “normal” ward activities, and feigned in- 
terest in his surroundings. This fragile 
facade quickly crumbled under the relent- 
less pressure of his psychosis, and he be- 
came acutely depressed, mentally retarded, 
and grossly delusional: “I’ve lost every- 
thing, and I have no home. I’m not entitled 
to be here.” Grandiose guilt feelings ap- 
peared: “I’m responsible for the death of 
thousands of people.” He begged to see his 
family, but their visits were dominated by 
his insistence that his life and fate were 
“hopeless.” 


1V.A. Center, Gulfport Div., Biloxi, Miss. 
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He was diagnosed as having a severe psy- 
chotic depression, and EST was recom- 
mended. However, the possible effects of 
this treatment in a person having an aortic 
homograph were unknown—a fact further 
complicated by medical opinion given to the 
patient’s family that EST was out of the 
question. 

The patient’s physical examinations were 
not remarkable with the exception of the 
following cardiovascular findings: 1. his 
peripheral vessels were markedly sclerosed ; 
2. a blood pressure reading of 230/120 was 
the same in both arms, sitting and reclining 
(this was in marked contrast to his blood 
pressure prior to and shortly after his aortic 
surgery when it had remained stable at 
130/80; 3. his pulse sitting was 84, regular 
and strong; 4. funduscopy showed minimal 
angiopathy without retinopathy ; 5. his heart 
was of normal size, and no murmurs were 
present although A, was accentuated. 

Laboratory findings were as follows: 
1. R.B.C., hematocrit, and sedimentation rate 
were normal; 2. serology was negative; 
3. EKG was borderline; 4. N.P.N., B.U.N., 
and creatinine were high normal; 5. x-rays 
showed the residuals of thoracic surgery, the 
residuals of subtotal gastric resection with 
the stomach holding 250 cc. barium without 
discomfort, and a freely patent stoma with- 
out dumping. 

Routine hospital care, diet, tranquilizers, 
and antihypertensive drugs soon reduced his 
blood pressure to a level around 160/90. His 
moderate azotemia improved, and within 8 
weeks his previously moderately elevated 
B.U.N., N.P.N., and creatinine returned to 
normal. 

As his physical condition seemed as im- 
proved as possible and as his mental condi- 
tion showed no signs of spontaneous im- 
provement predictable within a reasonable 
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length of time, permission for treatment was 
obtained. 

Eight electric shock treatments were ad- 
ministered as follows: atropine, 1/100 gr. 
hypodermatically ; succinyl chloride (Anec- 
tine), I cc. intravenously ; 120 volts for 0.5 
seconds. 

No untoward physical effects were seen, 
and the clinical results were good in that his 
depression, delusions, mental retardation, 
and guilt feelings disappeared. His improve- 
ment was maintained, and several weeks 
after therapy was completed, he was sent 
home. 


SUMMARY 


1. A 53-year-old man with an acute psy- 
chotic depression received electric shock 
treatment a year after an aneurysm of his 
descending thoracic aorta was replaced by a 
homograph. 

2. Although the patient also had hyper- 
tension, good clinical results were obtained 
without the development of untoward cardio- 
vascular effects. 

3. It is not considered that an aortic 
homograph is a contraindication to electric 
shock treatment. 
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A nation may honor one of its distin- 
guished citizens in many ways. Surely, one 
of the most impressive is to have his por- 
trait engraved on the face of the national 
currency. 

As far as is known, Professor Julius 
Wagner von Jauregg, who was awarded the 
Nobel Prize in Medicine in 1927 for dis- 
covering the malarial therapy of general 
paresis, is the only psychiatrist in the world 
to have been so honored. In December 1953, 
the Austrian Government issued its new 500 
Schilling note on which Professor Wagner- 
Jauregg’s portrait appears. Many psychia- 
trists visiting Austria in recent years have 
probably used this currency without being 
aware of its special interest. In order to 
familiarize readers of the JoURNAL with this 
insufficiently known fact, a photograph of 
the banknote is herewith reproduced. 

In addition to its interest for psychia- 
trists, this banknote attracted widespread ap- 
proval for its artistic qualities. In charac- 
teristic Viennese style, a contemporary news- 
paper, Die Presse, December 4, 1953, 
praised it lavishly, as illustrated by the fol- 
lowing translated excerpt: “In the printing 
office of the National Bank two huge ma- 
chines are working on the production of the 
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A NOTE ON WAGNER-JAUREGG 
ZIGMOND M. LEBENSOHN, M. D.1 


new banknote of 500 Schillings, which will 
be issued for the first time early on Satur- 
day (December 5, 1953). To anticipate: it 
is beaut! Sully done ; it is a masterpiece, which 
will be greatly admired. Even the layman 
will realize that the printer has done an out- 
standing job in the production of these notes. 
Also, one will agree that the latest product 
of the National Bank is ‘artistically flawless.’ 
Moreover, the five hundred Schilling note 
is so handsome that one will use it as money 
only with reluctance. The serious, striking 
countenance of the Nobel Prize winner, Pro- 
fessor Julius Wagner-Jauregg, looks at the 
owner of the note and with his penetrating 
gaze the learned man seems to be saying, 
‘Keep this in honor and don’t give it to any- 
one else.’ 

I wish to express my gratitude to Dr. 
Maximilian Silberms whose recent tribute 
to Wagner-Jauregg ' on the centenary of his 
birth impressed me anew with his stature; 
and to Professor Hans Hoff of Vienna 
(present head of the University Clinic) who 
generously provided me with photographs 
and newspaper references. 


BIBLIOGRAPHY 


1. Silbermann, M.: Am. J. Psychiat., 113: June 
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COMMENT 


In the December, 1957 issue of The Amer- 
ican Journal of Psychiatry (pp. 481-487) 
W. S. Wille summarizes the findings of a 
recent survey of psychiatric facilities in 
prisons and correctional institutions in the 
United States. This survey, based on an- 
swers to questionnaires sent in 1954 to all 
listed state and federal correctional institu- 
tions, revealed severe inadequacies in psychi- 
atric facilities, especially in personnel. In 
view of the generally gloomy picture pre- 
sented by this survey, it is perhaps of some 
value to point out that one prison system— 
municipal rather than state or federal—has 
within the past two years made revolutionary 
advances in this area. 

The New York City Department of Cor- 
rection operates 5 detention institutions and 
4 sentence institutions with an annual admis- 
sion of over 100,000 and a daily average 
census of over 6,000, Before the year 1955 
these institutions received only the most 
nominal kind of psychiatric service, pro- 
vided by a single full-time psychiatrist and 
two psychologists. In the year 1955, under 
the impetus furnished by a psychiatrically 
oriented commissioner, a Diagnostic Center 
was created and a chief psychiatrist was ap- 
pointed to organize psychiatric services. 
Funds for new personnel were provided by 
the New York City Community Health 
Board on a matching basis. 

At the present time (January, 1958) the 
Diagnostic Center employs 33 full-time pro- 
fessional personnel, or over one-ninth the 
total of such personnel (295) reported by 
the survey for all other correctional institu- 
tions in the United States. The staff includes 
7 full-time psychiatrists (there are an addi- 
tional 3 part-time), 14 psychologists, 10 
psychiatric social workers, one rehabilita- 
tion counsellor and one administrative su- 
pervisor (Ph. D. in sociology). Both diag- 
nostic and treatment services are provided 
for the 3 main sentence institutions (2 for 
men and one for women) as well as for the 
detention institution for adolescents. A psy- 
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chiatric inpatient service has been set up in 
the main prison hospital, with separate sec- 
tions for quiet and disturbed patients. 
Prompt segregation and psychiatric observa- 
tion of disturbed or potentially disturbed in- 
mates, with the use of chemotherapy and/or 
psychotherapy, has significantly improved 
the handling of these problem inmates. The 


detention program for adolescents, revolu- 


tionary in nature and scope, has provided 
means for housing these inmates on a scien- 
tific basis and for initiating early psychiatric 
treatment. 

The present facilities, while vastly superior 
to any previously existing, are still sorely in- 
adequate, especially as regards the treat- 
ment of large numbers of inmates. Expan- 
sion is still under way, both as to personnel 
and physical facilities, e.g. an electroen- 
cephalograph will soon be available. A re- 
search project is being developed, in close 
integration with the regular psychiatric serv- 
ices. A Correction Academy for inservice 
training of both custodial and civilian per- 
sonnel has been created, and psychiatric staff 
personnel are intimately involved in this pro- 
gram. Newly appointed custodial staff mem- 
bers are routinely given psychological and 
(where indicated) psychiatric screening dur- 
ing their period of training, before final ap- 
pointment. As elsewhere in the United 
States (see above cited survey), the prob- 
lem of introducing a program of this kind 
in a tradition-minded correctional setting has 
had to be met, but much progress has been 
made in its solution. It can be reasonably 
hoped that a fully integrated psychiatric 
staff working in a psychiatrically oriented 
custodial setting will soon become a reality, 
with consequent improvement in the treat- 
ment and rehabilitation of the prison inmate. 


Paut K. Beneprict, M. D., Pu. D., 
’ Chief Psychiatrist, Department 
of Correction, 
400 East 53rd St., 
New York City. 


» 
— 
+. 
~ 
Re 
ts 
+4 


NEWS AND NOTES 


SCHIZOPHRENIA AS A PusLic HEALTH 
PROBLEM.—Further to his appeal for the 
creation of a specific foundation to solicit 
public interest and support for research in 
schizophrenia (Am. J. Psychiat., Dec. 1957, 
pp- 557), Dr. Stanley R. Dean reports that 
Congressman Albert P. Morano (Conn.) ar- 
ranged to have Dr. Dean and Mrs. Godfrey 
S. Rockefeller appear before a Congres- 
sional Committee on Appropriations for 
Health, Education and Welfare (chairman, 
Congressman John E. Fogarty, R. I.) on 
February 27, 1958, to bring the Committee’s 
attention to the importance of specific re- 
search on the nation’s major mental health 
problem. 

Following this meeting, Congressman 
Fogarty informed Dr. Dean “that the In- 
stitute of Mental Health had taken a com- 
plete area analysis of its own research 
expenditures in this field. . . . In the Be- 
thesda Labs. $3,265,000 is being devoted to 
research in schizophrenia. In addition, more 
than $5,000,000 of fiscal year 1958 appro- 
priations is being awarded this year . . . in 
support of research on schizophrenia by non- 
governmental research workers. . . .” 

Furthermore, the Congressional Record of 
March 27, 1958, reports that Chairman 
Fogarty asked for and obtained an addi- 
tional $1,300,000 which, he said, “We are 
ear marking to try to put more emphasis on 
this particular problem of schizophrenia. It 
is the largest problem in the mental illness 
field, and we have earmarked funds for the 
first time for work just in that field.” (Our 
italics. ) 

This is an historic ‘first’ in the annals of 
American psychiatry, Dr. Dean reports, and 
a foundation incorporated as Research in 
Schizophrenia Endowment (RISE) has 
been established to enable the public to par- 
ticipate in this impor + work as well. Its 
founders are: Dr. Nathan S. Kline, Herbert 
Spiegel, Stanley R. Dean, Mr. and Mrs. 
Godfrey S. Rockefeller, Congressman Al- 
bert P. Morano, and Judge Joseph P. Zone. 


Its purpose is to focus attention upon schizo- 
phrenia, to make the public more familiar 
with it, and to solicit public funds for re- 
search into its causes and cure. Further in- 
formation may be obtained from Dr. Stanley 
R. Dean, 122 Forest St., Stamford, Conn. 


& FreNcH FouNDATION 
Awarps.—The American Psychiatric Asso- 
ciation has received a $100,000 grant from 
this Philadelphia pharmaceutical house for 
the continuance of the Foundation Fellow- 
ships in psychiatry through 1960. 

These Fellowships were established in 
1955 with a 3-year $90,000 grant principally 
supported by contributions from the S.K.F. 
Laboratories. The program is administered 
by a committee of the A.P.A. More than 
150 physicians and medical students have 
received assistance through these Founda- 
tion Fellowship awards. 

Applications for consideration in May and 
October must be received by the Fellowship 
committee by April 1 and September 15. 
Information may be obtained from the Com- 
mittee, Box 7929, Philadelphia, Pa. 

The S.K.F. Foundation has also author- 
ized a grant of $10,000 to the Academy of 
Religion and Mental Health to provide Fel- 
lowships for theological students and clergy- 
men who wish to become chaplains in mental 
hospitals. 


Tue Pusiic HeattH Nurse.—The im- 
portance of psychiatry in nursing education 
is discussed with increasing frequency in 
the nursing journals. The March issue of 
Nursing Outlook (Mildred Gaynor, Editor, 
2 Park Ave., New York 16, N. Y.) contains 
an instructive article by Dr. Paul Lemkau 
on follow-up services for psychiatric pa- 
tients. Dr. Lemkau particularly emphasizes 
the contribution of the public health nurse 
in this regard and finds that psychiatrists 
are not sufficiently acquainted with the valu- 
able co-operation that the properly trained 
public health nurse is able to give. 
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EXPANDED RESEARCH PROGRAM IN NEv- 
ROPHYSIOLOGY, STANFORD MepicaL SCHOOL. 
—A gift of $25,000 from the Zellerbach 
family of San Francisco will help finance 
an expanding program of research in neuro- 
physiology at Stanford Medical School, Cali- 
fornia. 

The program, under the direction of Prof. 
Ronald Grant of the physiology department, 
is aimed at learning more about function of 
the “old” or brain-stem portions of the brain. 
The principal research associate in the proj- 
ect is Dr. Milton Rose, psychiatrist and 
physiologist. 


NationaL CounNciL ON Famity RELA- 
TIONS.—The annual meeting of the NCFR 
is to take place in Eugene, Ore., August 20- 
23, 1958. Topics for the general sessions in- 
clude: Today’s Family in 1978; Measure- 
ment of Marital Satisfaction; Personal 
Values, Professional Ideologies, and Family 
Specialists. 

Section meetings in the form of panel and 
discussion groups will cover such subjects as 
Education for Marriage and Family Living 
in High School and Colleges; Counseling ; 
Religion and the Family ; and Research. 

For further information write: NCFR 
Annual Conference, Dr. Theodore B. Joan- 
nis, Jr., University of Oregon, Eugene, Ore. 


Dr. BLoomBerG APPOINTED COoMMIS- 
SIONER OF MENTAL HEALTH, CONNECTI- 
cut.—Dr. Wilfred Bloomberg, who has 
been serving the Southern Regional Educa- 
tion Board temporarily as associate director 
for mental health, has accepted the post of 
commissioner of mental health for the State 
of Connecticut. 

In his work in Georgia, he was instrumen- 
tal in establishing a regional program in 
mental health training and research in the 
South. This program is now well under way. 

The National Institute of Mental Health 


has made a grant of $42,000 for 1958-59 to | 


the S.R.E.B. which will make it possible “for 
any staff member at any state hospital in the 
South to travel to a hospital in any part of 
the country to study an unusual treatment 
method, administrative or training program, 
to aid him in improving his work.” 


RESEARCH FELLOWSHIPS, UNIV. OF Pa. 
ScHoo. or MepicINE.—The Institute of 
Neurological Sciences at the Univ. of Penn- 
sylvania is offering fellowships to Ph. D. 
candidates and postgraduate investigators 
(Ph. D., M.D.) who wish to pursue an 
academic career in the field of psychiatry. 
Stipends will be arranged according to need 
and qualifications. 

For further information write: Dr. Louis 
B. Flexner, Institute of Neurological Sci- 
ences, School of Medicine, Univ. of Penn- 
sylvania, Philadelphia 4, Pa. 


BROOKLYN Psycuiatric SocietTy.—The 
newly elected officers of the Brooklyn Psy- 
chiatric Society for 1958-59 are as follows: 
president, David Engelhardt, M.D., vice- 
president, Sidney Green, M. D.; secretary- 
treasurer, Abbott Lippman, M. D. 


Army SociaL Work.—The Department 
of the Army, Washington, D. C., has issued 
a 62-page Technical Manual (No. 8-241) 
which is a comprehensive guide to social 
work in the army setting. It deals with the 
functions, techniques, organization and ad- 
ministration of social work in relationship to 
the Army Medical Service, and describes 
those characteristics of the Army as a social 
institution which have specific influence on 
social work practice and goals. 


N. J. Neuro-PsycHiAtric INsTITUTE.— 
Richard P. Swigart, Executive Director, Na- 
tional Association of Mental Health, was 
the principal speaker at the annual Serv- 
ice Award program held recently at the 
N. J. Neuro-Psychiatric Institute, Princeton, 
N. J., Mr. Swigart was formerly with the 
American Red Cross from 1936 until 1955; 
he specializes in social service administrative 
and community organization. 

His talk was titled “Beyond the Hospital, 
The Mental Health Challenge” and he out- 
lined the responsibilities of the community 
and the individual to the person returned to 
the community from a mental hospital. He 
gave a brief, but specific statement of the 
plans of the Association on a local level for 
carrying out their program. 
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ReEsIDENCY TRAINEESHIPS IN PsyYCHI- 
ATRY, PENNSYLVANIA.—The Institute of the 
Pennsylvania Hospital has established spe- 
cial 4 to 5 year residency fellowships de- 
signed to offer a broad and integrated train- 
ing in clinical psychiatry, with emphasis on 
research training. 

Applications from graduates of A.M.A. 
approved medical schools are invited. For 
information write the Director of Research, 
The Institute of the Pennsylvania Hospital, 
Philadelphia 39, Pa. 


ConcrEss OF PSYCHIATRISTS AND Nevu- 
ROLOGISTS OF FRENCH SPEAKING CoUN- 
TRIES.—Dr. Paul Cossa, the secretary-gen- 
eral, reports that the 56th Congress will be 
held in Strasbourg, July 21-26, 1958. 

Three main subjects will be presented: 
the Korsakoff mental syndrome ; neurological 
complications of visceral cancer; and sex 
crimes in rural communities. 


AMERICAN Boarp oF PsyCHIATRY AND 
Nevuro.ocy, INc.—Dr. David A. Boyd, Jr., 
secretary-treasurer of the Board announces 
the following examinations scheduled by the 
American Board of Psychiatry and Neu- 
rology, Inc.: New York, N. Y.—Decem- 
ber 15 and 16, 1958. New Orleans, La.— 
March 16 and 17, 1958. 


Report ON CONSULTANT MENTAL 
HEALTH Services, New York.—The Com- 
munity Council of Greater New York has 
issued a 181-page report entitled Mental 
Health Consultant and Educational Services 
in New York City. The survey covers both 
public and voluntary organizations in the 
community, with detailed descriptions of 
type of services available, personnel used, 
number of hours devoted to these services 
and costs of personnel. 

A copy of this report may be obtained 
from Community Council of Greater New 
York, 44 East 23rd St., New York 10, N. Y. 


EASTERN PSYCHIATRIC RESEARCH Asso- 
CIATION.—The 14th scientific meeting of the 


Eastern Psychiatric Research Association 
will take place Thursday, June 5, 1958, in 
the New York University Medical School 
at 8:00 p.m. 

Papers to be presented: The Suicidal Risk 
in the, Municipal General Hospital, by Drs. 
Jacob H. Friedman and Remo Cacellieri; 
and Psychomotor Paroxysms of Non-Epi- 
leptic Origin, by Dr. Eugene Revitch. 

There will also be an open discussion on 
the question “Is Marsilid a Dangerous 
Drug ?” 


AMERICAN NEUROLOGICAL ASSOCIATION. 
—The 83rd annual meeting of the American 
Neurological Association will be held at the 
Claridge Hotel, Atlantic City, N. J., June 
16-18, 1958, under the presidency of Dr. 
Israel S. Wechsler. 

For further information write the Secre- 
tary, Dr. Charles Rupp, 133 South 36th St., 
Philadelphia 4, Pa. 


Dr. Eucene S. Turrett 
MepicaL Director oF MILWAUKEE SANI- 
TARIUM.—Dr. Eugene S. Turrell, an asso- 
ciate professor of psychiatry at the Univ. 
of Colorado School of Medicine, has been 
appointed medical director of the Milwaukee 
Sanitarium Foundation and professor of 
psychiatry at Marquette University School 
of Medicine. The announcement has been 
made jointly by Mrs. Sophie Y. Schroeder, 
president of the Milwaukee Sanitarium 
Foundation, and Dr. John S. Hirschboeck, 
dean of the Medical School. Dr. Turrell will 
assume his duties July 1. He will be in direct 
charge of the medical care program at the 
sanitarium and he will also organize resi- 
dency training programs in psychiatry in 
Milwaukee. 


CorrECTION.—Attention has been called 
to an error in the clinical note, An Acceptable 
Nonbarbiturate Sedative and Hypnotic for 
Mental Patients in a State Institution, ap- 
pearing in the April issue of this Journal, 
page 932. In the second paragraph the au- 
thor wishes the dosages to read “o.25 Gm. 
and 0.5 Gm.” and not “o.25 gr. and 0.5 gr.” 
as stated. 


1127 


/ 
» q 
‘ore 
3 


Tue Turee Faces or Eve. By Corbett H. Thigpen, 
M.D., and Hervey M. Cleckley, M.D. (New 
York: McGraw-Hill Book Company, Inc., 
1957. $4.50.) 

Those who remember the vigorous and inquisi- 
tive mind of Morton Prince can picture the pleasur- 
able excitement with which he would have greeted 
this book. He would have found Mrs. White no less 
challenging than was Miss Beauchamp. 

It was only through exquisite study of his pa- 
tient that Prince formulated the concept of multiple 
personalities, basing it on psychological theories 
now accepted by all save a few skeptics. Prince, 
both for exploratory and therapeutic purposes, em- 
ployed hypnosis extensively. Drs. Thigpen and 
Cleckley used not only hypnosis but also the elec- 
troencephalograph, projective psychological tests, 
examined the handwriting of the three personali- 
ties, and employed various other means of studying 
neurological and mental phenomena. Their diag- 
nostic studies were long and thorough and un- 
questionably bear the earmarks of scientific honesty. 
The clinical phenomena exhibited by Mrs. White 
were dramatic but the authors’ discussion of her 
symptoms is based on sound and accepted principles 
of dynamic-genetic psychopathology. 

Finally, hypnosis, a visit to a childhood scene 
where many traumatic incidents had occurred, aided 
perhaps, after her divorce from a husband with 

whom she had little in common, by an interest in a 
congenial young man, revived in a somewhat dra- 
matic way Mrs. White’s memory of disturbing 
childhood experiences. With continued psychother- 
apy of a form to which probably few psychiatrists 
would object, a progressive integration, a _ re- 
synthesis, of the patient’s personality gradually 
occurred. At the time this book went to press the 
authors wrote: “At this date our patient appears to 
be happy, not merely at superficial levels but in a 
meaningful experiencing of love, and of life.” They 
make no claim, however, that under stress a dis- 
association may not again occur. 

While Dr. Thigpen and Dr. Cleckley offer no 
new theories as to the formation of multiple person- 
alities they present an excellent summary of what 
in general is probably now most generally accepted : 
“... banished and blocked tendencies may, so to 
speak, coalesce, unite, and organize in their under- 
ground region beneath the level of consciousness. 
Instead of various isolated or fragmentary impulses 
seeking indirect outlet and distorted expression 
through something like compulsive handwashing or 
temporary hysterical blindness, they may accumu- 
late in such quantity and eventually join in such 
integration as to become the nuclear potential of 
another personality within themselves. With re- 
cruitment continuing and organization progressing, 
the dormant and concealed forces may become 
strong enough to challenge the conscious person- 
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ality and, if successful in this conflict, replace it in 
command. When this occurs we are dealing with 
the manifestations of what is said to be another 
and different personality. Having gained access to 
the mechanisms of perception and control of the 
complex means of human expression and function 
hitherto beyond its reach, the new entity employs 
them for its own purposes at the behest of its own 
tastes and intentions.” The authors consider it 
likely that in such cases many adverse influences 
in childhood or early life contribute to a serious con- 
flict and work against a healthy development of 
sound integration. 

Almost never does one find meticulously observed 
clinical phenomena described with such literary 
skill as in The Three Faces of Eve. Sometimes one 
feels that there is an over-use of adjectives yet 
without them the nuances of feeling experienced 
by a deeply troubled person could scarcely have 
been pictured so vividly. 

The literary style of The Three Faces of Eve 
is entirely dignified and it deals with the patient 
with respect, sympathy and understanding. A thera- 
pist’s relation with his patient is, however, so per- 
sonal and confidential that the psychiatrist would 
regret were this essentially conservative book to 
stimulate a morbid and sensational curiosity rather 
than to promote an understanding of mental illness. 
Probably we should think of disassociation as rang- 
ing in a continuum from the alterations of mood 
to which we are all subject through certain 
amnesias, various degrees of somnambulism to two 
or more distinct personalities struggling for the 
control of a single physical body. 

In the final chapter of the book the authors warn 
against unjustified speculations as a basis for ex- 
plaining mental disorders. While it must be con- 
ceded that some psychiatrists make extreme and 
unreasonable assumptions the authors cite most 
extravagant interpretations of dreams for the sole 
purpose, apparently, of ridiculing a school of psy- 
chiatry that has in many respects made extremely 
valuable contributions to our knowledge of the mind 
and its methods of operation. Their comments 
would be quite in order in a polemical discussion 
but are a bit surprising in this extremely interesting 
and important clinical contribution. 

ArtHur P. Noyes, M.D., 
Norristown, Pa. 


CULTURE AND Experience. By A. Irving Hallowell. 
(Philadelphia: University of Pennsylvania 
Press, 1955, PP. 434. $8.50.) 


The time is past when one approached the thera- 
peutic and research tasks of psychiatry with simple 
faith that man is everywhere the same. Yet few 
scholars have documented the difference in a single 
culture so well as Professor Hallowell in his life- 
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long study of Northeastern Indians, the Ojibwa. 
This book devotes two sections, Parts II and III 
or almost two-thirds, to these cultural groups. 
Parts I and IV, cradling this central labor of love, 
are constructed from solid generalizing studies in 
anthropology and psychology where the author 
made contributions which earned him Presidency 
of the American Anthropological Association in 
1949 and numerous honors such as Medalist of the 
Wenner-Gren Foundation for Anthropological Re- 
search. Here Hallowell has provided his own Fest- 
schrift consisting of 15 essays culled from his 1921- 
1955 bibliography, given in the volume, plus 5 new 
articles on Rorschach, the Ojibwa, cultural factors 
in spatial orientation and in psychological dimen- 
sions of cultural change. For one whose activities 
have included the Anthropology Department, Psy- 
chiatry in the Medical School and field studies over 
the years, the balance of theory, method, research 
and practical application is maintained throughout. 
Pioneering in the extensive use of Rorschach and 
TAT in field work, using psychological concepts 
deftly to analyze his data, Hallowell notes a Homo 
sapiens cannot be studied adequately, much less 
understood, without anthropological techniques. In 
his own account of the distinctive quality of human 
experience, “a human level of existence implies 
much more than existence conceived in purely or- 
ganic terms.” 

This additional focus of experience is found in 
wide variations in human sociocultural modes of 
life as these are painstakingly studied, or may be 
investigated, by combinations of anthropological and 
psychological techniques. Obviously, such methods 
are exploratory, seek to uncover various levels of 
human adjustment, and do not end up with any 
stereotyped vignettes of the “psychology,” or per- 
sonality on the one hand, or the cultural configura- 
tions on the other. Neither does Hallowell shrink 
from defining ranges of conduct or experience in 
their cultural dimensions and psychological effects. 
The Ojibwa, for example, are accustomed to spatial 
and temporal orientations quite at variance with 
ours, and to values for which we have no exact 
counterparts. Despite rumors now prevalent that 
the Windigo psychosis of several Canadian tribes 
is nothing unusual, we can not find its exact coun- 
terpart as a mental illness elsewhere in the world 
after some diligent search. For those who feel sim- 
ple organicism, with a dash of psychological sophis- 
tication, is enough to understand their fellowman, 
this book is a salubrious antidote even if limited to 
lifelong study of one exotic group. Unfortunately, 
there is no Index, but 62 pages of notes give a 
commentary, based on wide acquaintance with the 
literature of American and European psychiatry, 
psychology and anthropology. 

A book on cultural experience and its psychologi- 
cal impact on people could also be contrasted to 
certain fashionable forms of phenomenology. While 
certain emphases on psychological experiences “here 
and now” appear to have benefited by Occam’s 
Razor (emphasizing certain aspects of experience 
which are both realistic and germane), Hallowell 
demonstrates that major premises may be excised 


by this logic and cultural frameworks eliminated 
when Occam’s Razor slips. Such wholly psychologi- 
cal subjectivism has a castrated and effete quality 
no longer capable of fitting “here and now” sub- 
jectivism into cultural experience. To complete the 
metaphor, the result is no fruitful science of human 
behavior, normal or aberrant, or no explanations of 
experience as having any really understandable 
neaning. This is not the nature of the infra-human 
primate, according to anthropology. The whole 
discovery of anthropology has been that the ele- 
ment of culturally symbolized experience produces 
not uniformity, but diversity in human existence. 
What produces order in the phenomenological chaos 
is that each person has, of necessity, certain social 
and interpersonal habitats lived in and experienced 
not unlike others of his group. It is this cultural 
experience which in turn “meshes with” subjective 
tendencies, affecting his psychology in various pre- 
dictable ways. This third element which produces 
not uniformity, but group diversities in human ex- 
istence, in personality and even in mental ills is of 
course crucial to any psychiatric insight. This is 
what Professor Hallowell has documented so well 
for over thirty years that it is no longer a debatable 
issue. The task ahead, a large one for behavioral 
sciences, is to document other and less exotic vari- 
ations in our cultural and psychological existences. 
It would be folly to suppose that psychiatry, or 
even those psychiatrists with a fashionable smatter- 
ing of limited ethnic experiences, can do this alone. 
The level of Hallowell’s generalizations and in- 
sights into one cultural milieu, studied over the 
years, argues against both an effete simplification 
of the theory of culture—“psychiatry made easy” 
if you will, and against the more grandiose tend- 
encies—“psychiatry made omniscient.” 
Marvin K. Oprer, Pu. D., 
Cornell University Medical College, 
New York City. 


Basic ON THE MMPI PsycHoLocy 
AND Mepicinge. Edited by George Schlager 
Welsh and W. Grant Dahlstrom. (Minneapo- 
lis: University of Minnesota Press, 1956, 


pp. 656. $8.75.) 


This volume presents 66 articles of a highly in- 
formative nature along with a bibliography of 
nearly 700 titles. The first three sections concern 
themselves with material pertaining to the con- 
struction of the MMPI and essential information 
on theory and contemporary coding procedures. 
These sections are followed by others devoted to 
newer methods of scale construction, profile analy- 
sis techniques and basic diagnostic patterning re- 
sults. The final four sections are devoted to the 
application of the MMPI to problems in psychiatry, 
medicine, therapy, end personality phenomena. 

This is an important contribution to MMPI re- 
search literature and should be useful not only to 
clinicians, research workers and others, but also as 
a valuable class reference in the field of personality 
test construction and theory. The excellent papers 
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presented should leave their mark on the field for 
a long time to come. 
ArTuur Lerner, Pu. D., 
Los Angeles City College. 


INpIvmuAL AND Morsipity IN A SWEDISH 
RuraL Popuation. By Erik Essen-Moller, 
M.D. Acta Psychiatrica et Neurologica Scan- 
dinaivia Supplementum 100. (Copenhagen: 
Ejnar Munksgaard, 1956.) 


Epidemiologic surveys traditionally have at- 
tempted to determine the prevalence or incidence 
of well-defined diagnostic entities in a population 
under surveillance. Dr. Essen-MOller and his col- 
leagues, from the University Clinic of Psychiatry at 
Lund, Sweden, attempt, in this work, to evaluate 
the personalities of all the inhabitants of a rural 
area, not restricting themselves to just those ex- 
hibiting conspicuous mental disorder. 

To diagnose variants of personality, they endeav- 
ored to obtain a personal but brief interview with 
every individual belonging to the population. They 
succeeded in seeing 2520 or about 99% of the 2550 
inhabitants. Structured interviews were conducted 
with adults focusing on the individual’s medical and 
personal history. Thus a wealth of factual informa- 
tion was collected simultaneously with the observa- 
tion. No bodily examination was performed. Ad- 
ditional information was afterwards secured from 
other sources and hospital records were exhaus- 
tively scrutinized. 

Every member of the adult population was ob- 
served for a number of traits during the interviews. 
These were classified according to a graded scale 
in 4 lines of variation: 1. the “Validity” variation 
—cautious, tense, meticulous,—self-confident, calm, 
expansive; 2. the “Solidity” variation—quick, flex- 
ible, subjective,—steady, comprehensive, objective; 
3. the “Stability” variation—warm, concrete, heavy, 
—cool, abstract, clever; 4. intellectual capacity. 

These lines of variation proved to be largely in- 
dependent, and the variants to be grouped, within 
each of them, approximately according to a Gaus- 
sian distribution. Reliability was judged from the 
consistency between the registration obtained from 
the 4 parts of the population seen by the 4 investi- 
gators, who were all trained in the same school of 
psychiatry by Professor H. Sjébring. 

Several other traits, occurring more sporadically, 
were registered without gradations and an attempt 
was made to demonstrate the existence of any rela- 
tionships to the foregoing variants. The authors 
attempt to do the same with traits observed out- 
side of interviews, and with complaints reported by 
the inhabitants such as alcoholic abuse, disorders of 
sleep, headaches, etc. 

The occurrence of well-defined psychiatric dis- 
orders was next studied, including the age distri- 
butions. These are compared to the correspond- 
ing frequencies found by previous authors. They 
conclude that “asthenic symptoms of varying types” 


dominate the picture while a comparatively modest 
position is occupied by the major psychiatric ail- 
ments. 

The data are further analyzed by what the 
authors term the principle of cumulative presenta- 
tion which is applied to each age group separately. 
Each inhabitant is counted only once, notice being 
taken only of that one of his diagnoses which is 
considered the more severe. It is up to the reader 
to decide where to draw the line between “diseased 
or abnormal” and the “sound part” of the popula- 
tion. The former contains from a small fraction 
to 60% of the population. 

Physical ailments present at the time of investi- 
gation or reported from histories were recorded 
and associations with behavioral characteristics 
were looked for individually as well as statistically. 
A statistically significant association was estab- 
lished between the item called “proneness to infec- 
tions,” and the psychiatric diagnosis of “early as- 
thenia.” In the case of “rheumatic fever,” an asso- 
ciation with the same groups of asthenia was found. 
A conceivable explanation would be a predisposition 
of asthenics to infections, but, they point out that 
these types of asthenic personalities may result 
from some vestigial lesion. They tend to regard 
these as an example of a personality variation path- 
ologic in origin in contrast to the “natural” varia- 
tion represented by the 4 dimensions previously re- 
ferred to. With the “torpid” type of personality, a 
statistical association with the item “cerebral 
trauma” was found. 

In the final chapter, the material is regrouped 
according to social and demographic conditions, 
such as occupation, financial position, domicile, 
birthplace, marital state, and age at marriage. The 
authors feel that in most respects the items spread 
rather evenly with few significant associations. 
Psychotic reactions were found more frequently in 
the unmarried while psychoneurotic reactions are 
more frequent than would be expected in the mar- 
ried. They sum up these findings by focussing on 
the crucial question, how far the demographic posi- 
tion influences the psychiatric differentiation or 
how far that position is in itself predetermined by 
the psychiatric state. 

In general, I would characterize the study as one 
which was carefully designed and well executed. 
Although none of the individual findings is par- 
ticularly startling,, the overall effect is that of a 
comprehensive work, but one which suffers from 
the limitations of any purely descriptive study, little 
if any consideration being given to dynamic and 
genetic factors in the production of the personality 
variants. Some of the terminology is unfamiliar to 
one trained in psychiatry in the United States. 
There is no question that, to those interested in this 
highly specialized area of social psychiatric re- 
search, this work is a valuable contribution and 
represents the authors’ efforts to progress beyond 
doing merely a “morbidity” survey. 

MEtvin B. GoopMAn, M.D., 
Philadelphia General Hospital. 
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PERSONNEL MANAGEMENT: PRINCIPLES AND PRrac- 
tice. By C. H. Northcott, Ph.D. (New York: 
Philosophical Library, 1956, pp. 428. $10.00.) 


The interest in this book for the American or 
Canadian practitioner of industrial relations and 
personnel management is in the opportunity it af- 
fords to learn something of the British point of 
view and practices in this field. 

The book is organized into two parts—the first 
giving an exposition of the author’s views as to 
what should be guiding principles, and the second 
dealing with practice pursuant to these principles. 

As to the second part concerning practice we 
find little that differs from the discussions of such 
practices to be found in many American textbooks 
on the subject. It is interesting that, in so far as 
can be gathered, the British workman seems to be 
at a disadvantage with his American counterpart 
in regard to a number of his working conditions. 
For example, the weekly hours of work seem to 
average about 44 to 48, where on this continent they 
would be 40 to 44. The 5-day week, which with us 
is becoming common, would still seem to be unu- 
sual in Britain. In the chapter on “Employee Ser- 
vices” it is interesting to note that the list of 
services discussed is very similar to those commonly 
provided in American industry. There is no sug- 
gestion that the provision of these services and the 
effort to “influence” the worker, to provide him 
with various kinds of incentives, to “lead” him, 
may have reached the point where they are being 
overdone from the point of view of the best inter- 
ests of the worker himself. On this side of the 
Atlantic some thoughtful articles raising this ques- 
tion have recently appeared. 

As to principles, Dr. Northcott lays it down that 
the purpose of industry is “the production of 
goods and services” and that the making of profits 
is merely a condition—a “standard measure of the 
ability of a business to sell its goods and services 
upon the market.” Members of industrial manage- 
ment and personnel people will be a little startled by 
his statement that “Very few among the manage- 
ment and almost none of the workers consciously 
aim to make profits.” This reviewer finds this 
difficult to believe of British management and 
workers, and would be inclined to restate it as ww 
American industry that almost all among the 
management consciously aim to make profits and 
that the workers are strongly influenced by profits 
in the intensity of their efforts for increased wages 
during contract negotiations. 

Perhaps the most interesting part of Dr. North- 
cott’s book is his argument for a greater measure 
of democracy in industry coupled with his insist- 
ence on more co-operation and consultation be- 
tween management and workers. As to joint con- 
sultation, many American industries have gone a 
long way in this direction with the result of much 
better co-operation. As to democracy in industry 
it is not too clear how far the author would like to 
go. His discussion of this subject would lead one 
to believe that industry should be almost completely 


democratic involving the principle of government 
with the full consent of the governed and full rights 
of appeal. This reviewer’s experience leads him 
to believe we can go further than we have towards 
democracy in industry and he has seen as one 
example of its possibilities and success the working 
out jointly between management and the union of 
disciplinary codes with the administration of dis- 
cipline frequently carried out by the union itself. 
But there are differences between an industry and 
a political state which raise questions as to how 
far it is possible or advisable to go in the direction 
of complete democracy in industry. 
H. B. Spau pine, 
London, Ontario. 


THE Practice oF PsycHIATRY IN GENERAL Hospi- 
TALS. By A. E. Bennett, M.D., E. A. Har- 
grove, M.D. and Bernice Engle. (Berkeley: 
University of California Press, 1956, pp. 176, 
$4.00. ) 


This book of 176 pages might well be called an 
encyclopedia of general hospital psychiatry. Dr. 
Bennett and his associates, through their long ex- 
perience, not only in pioneering psychiatric units 
in general hospitals but also in the long-range use 
of such facilities are able to give authoritative in- 
formation. With the modern developments in psy- 
chiatry there can be no doubt that the kind of 
psychiatry discussed in this book is going to be 
more and more a part of the American hospital 
picture. There is a very helpful description of the 
functions of the various team members involving 
major staff. In addition, descriptive trends in pro- 
grams for physicians and nurses are fundamental in 
the operation of any such unit. Every general hos- 
pital administrator in this country should read this 
book in order to be more familiar with the nature 
of things to come and how psychiatry in a general 
hospital can make all hospital care more effective. 
This book would make good reading for all resi- 
dents in psychiatry who will be meeting more op- 
portunities in general hospitals. 

The troublesome medical-legal aspects are dis- 
cussed and even such details as consent forms are 
shown. Modern interest in insurance plans is dis- 
cussed, showing the ways these things can be 
worked out. The ability to give patients continuity 
of treatment is emphasized, including such things 
as day care plans. Aside from the factual informa- 
tion there is emphasis all the way through this book 
on the trends and suggestions for meeting future 
needs which constitute healthy challenges for all. 

E. E. Lanopis, M. D., 
Louisville, Ky. 


MANAGEMENT OF MENSTRUAL Disorpers. By C. 
Frederic Fluhmann, (Philadelphia: W. B. 
Saunders Co., 1956.) 


Dr. Fluhmann’s treatise on the “management of 
menstrual disorders” is an excellent one. From his 
opening chapter on the historical review of con- 


= = — — 


132 BOOK REVIEWS [ June 


cepts of menstruation to the final chapter on the 
clinical usage and commercial preparations of sex 
hormones, it is a mass of knowledge and valuable 
knowledge at that. The book is couched in good 
English and makes excellent reading. The history 
of menstruation is interesting. The chapter on the 
menstrual disorders of adolescence fulfills a very 
useful purpose in this day and age. The menopause 
is also beautifully handled. The menstrual and 
ovarian cycles are very scientific for the gynae- 
cologist who is of an especially scientific turn of 
mind. 

Whilst the book is designed primarily for the 
practising physician, it is very useful for those who 
wish a further insight into the fantastic realms of 
menstruation. I found the chapter on anovulatory 
bleeding very instructive. The chapter on dysmenor- 
rhea is handled well for it is a most difficult subject 
to discuss at any time. In these days when so many 
women think they require hormone therapy for 
menopausal disturbances the chapter on the clinical 
usage and commercial preparations of sex hormones 
is a great aid to the man in general practice, as 
well as the gynaecologist. I must say I rather liked 
this book. 

H. W. Jounston, M.D., F.R.C.S., 
Toronto, Ont. 


BATTLE FoR THE MIND. By William Sargant, M.D. 
(Garden City, N. Y.: Doubleday & Co. Inc., 


1957. $4.50.) 


What happens in the nervous system of a blas- 
pheming sinner when under the influence of a rab- 
ble-rousing evangelist he gets converted; or when in 
the hands of a psychoanalyst a youth comes to be- 
lieve that he hates his father for whom he had sup- 
posed that he had a natural filial regard; or when 
a war prisoner of the Communists is caused to be- 
lieve that black is white? Likewise what happens 
in the brain of one of Pavlov’s dogs when after cer- 
tain manipulations the animal behaves in a manner 
that in a human animal would be considered to in- 
dicate a psychiatric disorder? These and many 
similar questions are dealt with exhaustively in this 
book. 

The author finds that these various reactions are 
all of a piece. Changes produced in the minds of 
men, even reversal of customary beliefs, whether by 
the tactics of priest, politician, psychiatrist, police 
or inquisitor, are merely variations of the same 
theme. 

Sargant notes in considerable detail from his ex- 
perience and that of others in World War II the 
likeness of symptoms in psychic disturbance under 
great stress to those of artificial neuroses produced 
in dogs by Pavlov. He urges more thorough ac- 
quaintance in the West with Pavlov’s work for the 
light it throws on human neuroses and the associ- 
ated cerebral transactions. 

The author compares experiences under psycho- 
analysis to those of religious “conversion,” indoc- 
trination being concerned with both conditions. As 
illustrations of a common process he cites the ex- 


perience of a psychiatrist who subjected himself to 
a period of Freudian analysis followed by a like 
period of Jungian analysis. “Dreams he had under 
Freudian treatment varied greatly from those he 
had under Jungian treatment ; and he denies having 
experienced the same dreams before or since.” 

Mind changing has been facilitated by drug- 
induced “abreaction,” through “transference” to a 
psychotherapist, or in the stress of religious “con- 
version.” The author devotes considerable space 
(54 pp.) to the subject of religious conversion. He 
seeks to show the relation of the techniques em- 
ployed by religious agents whether modern evange- 
lists or shamans, in producing sudden conversion to 
what is known of the physiology of the brain. The 
question is of course one of suggestibility and the 
conditions under which and the instrumentalities by 
which it is produced. 

One technique used by the converters, as Fulton 
Sheen has boldly explained, is to get the prospect 
when he or she is in an emotional crisis, when the 
disturbed mental equilibrium renders him or her 
more susceptible to outside influence. It is interest- 
ing that John Wesley went through a conversion 
experience while in a state of severe mental de- 
pression and had sought help from the missionary 
Peter Bohler. Having previously believed that sal- 
vation would be achieved only through works, and 
believing that his own work as revivalist in Georgia 
had been a failure, he experienced now a sudden 
transformation or revelation that faith alone was 
the sine qua non, and his confidence was restored 
Thereupon by working up a state of high emo- 
tional excitement in his hearers he could secure 
conversions by implanting the fear of hell-fire in 
their minds. Jonathan Edwards followed the same 
procedure. 

Similar hysterical states were observed in the 
religious snake-handling cult of North Carolina, 
investigated by the author. Here the “descent of 
the Holy Ghost” was part of the performance. 
(There are excellent photographs of religious 
orgies associated with tom-toms in the jungle and 
with snake-handling in America.) 

Sargant has ransacked history and literature 
to produce a well documented assortment of mind- 
changing types, on all of which Pavlov’s dogs 
throw light. Varieties of brain-washing are ef- 
fected by the implantation in the minds of children 
of religious, political or prejudiced doctrines of 
any kind and there are also enough contemporary 
examples of adult minds so perverted. “Many other- 
wise sensible people cling to strange and cruel 
views merely because these have been firmly im- 
planted in their brains at an early age, and they 
can no more be disabused of them by argument 
than could the generation that still insisted on the 
flatness of the earth, though it had been circum- 
navigated on several occasions ... and it is not 
surprising to see how little the methods of con- 
version or eliciting confessions used by the Span- 
ish Inquisition in the sixteenth and seventeenth 
centuries differ from those that have been used by 
Communists behind the Iron Curtain.” 

There is the suggestion of a paradox in the 
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author’s own attitude to all these matters that he 
has discussed and illustrated so fully and so use- 
fully. He has described with great objectivity 
canine neuroses, voodoo orgies, Christian revivalist 
behavior disorders (Wesley, J. Edwards), hysteri- 
cal snake-handling symptoms, mind changing by 
Communist brain-washing—all as variations of 
pathophysiological-psychological phenomena. And 
yet he seems to exempt in some manner or degree 
the morbid results of religious suggestion from 
the critical evaluation accorded to the brain-wash- 
ing products as a whole. In his Foreword Dr. 
Sargant writes, “Having beliefs of my own, and 
owing much to a religious upbringing... .” Is 
not that a form of conditioning by implanting ideas 
in the mind at an early age just as the other mor- 
bid reactions described in this book are results of 
conditioning ? 

In a brief chapter, General Conclusions, the au- 
thor asks: “Must a new concentration on brain 
physiology and brain mechanics weaken religious 
faith and beliefs?” And he answers categorically 


in the negative. Thereupon he becomes even more 
dogmatic: “Man cannot and should not try to exist 
without some form of religion, but . . .” and defin- 
itively, “No alternative exists to Christianity in 
the religion of the Western World, but... .” 
Nullafidian eyebrows might rise at this. 

The final paragraph reads: “Though men are 
not dogs, they should humbly try to remember how 
much they resemble dogs in their brain functions, 
and not boast themselves as demigods. They are 
gifted with religious and social apprehensions, and 
they are gifted with the power of reason; but all 
these faculties are physiologically entailed to the 
brain. Therefore the brain should not be abused 
by having forced upon it any religious or political 
mystique that stunts the reason, or any form of 
crude rationalism that stunts the religious sense.” 
Here the wind seems to be blowing both ways, like 
the voice of Emerson’s “Brahma.” 

But who are we to quarrel with Brahma? 
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970, May ’Ss8. 

The Social Maladjustment Unit: A Community 
Wide Approach to the Problem of Delinquent 
Behavior ; Nathan Blackman, 536, Dec. ’57. 

Toward a Definition of the Therapeutic Commu- 
nity; Harry A. Wilmer, 824, Mar. ’58. 

Conquest of Loneliness (R.); Eric P. Mosse, 766, 
Feb. ’s8. 
Convulsive Disorders: 

Chronic Psychosis Following Epilepsy; J. E. A. 
Bartlet, 338, Oct. ’57. 

Chronic Psychosis Following Epilepsy (Corr.) ; 
845, Mar. ’58. 

Epilepsy (Review of Psychiatric Progress, 
1957) ; Elizabeth G. French, 624, Jan. ’58. 

Epilepsy and the Law (R.); Roscoe L. Barrow 
and Howard D. Fabing, 477, Nov. ’57. 

Masked Epilepsy (R.); Hugh R. E. Wallis, 765, 
Feb. ’58. 

The Rhythm of Epileptic Attacks and Its Rela- 
tionship to the Menstrual Cycle (R.); Ruben 
Almavist, 569, Dec. ’57. 

Trinuride H.: A New Antiepileptic Drug 
(C.N.); Stephen Krauss, 748, Feb. ’58. 
Convulsive Therapy: The Use of Hexafluorodi- 

ethyl Ether (Indoklon) as an Inhalant Convul- 
sant (C.N.); Augusto Esquibel, 461, Nov. ’57. 
Crestwood Heights (R.) ; John R. Seeley, R. Alex- 
ander Sim, and Elizabeth W. Loosley, 190, 
Aug. ’57. 
Crime: 

Die Beurteilung der Zurechnungsfahigkeit (R.) ; 
Kurt Schneider, 380, Oct. ’57. 

The Circle of Guilt (R.); Fredric Wertham, 
381, Oct. ’57. 

Correction and Retribution in the Criminal Law; 
Lawrence Friedman, 421, Nov. ’57. 

Reply to Dr. Friedman; Richard G. Board, 424, 
Nov. ’57. 

Crime, Courts and Probation (R.); Charles 
Lionel Chute and Marjorie Bell, 285, Sept. ’57. 

Murder By Adolescents With Obscure Motiva- 
tion; A. Warren Stearns, 303, Oct. ’57. 

Culture and Experience (R.); A. Irving Hallo- 
well, 1128, June, ’58. 
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D 


Delinquency: See Juvenile Delinquents 

Depression : 

Mental Depressions and Their Treatment (R.); 
Samuel Henry Kraines, 1051, May ’s58. 

Mental Depression Associated with Hyperadreno- 
corticism (C.N.); W. E. Olson, 1041, May ’58. 

Treatment of a Case of Psychotic Depression 
Complicated by Aortic Homograph Replace- 
ment (C.N.); J. Weatherly, 1120, June ’58. 

Dictionaries: New Gould Medical Dictionary (2nd 
ed.) (R.); Norman L. Hoerr and Arthur 
Osol, ed., 1055, May ’s58. 

Diet: The Effect of a Special Diet on Hospitalized 
Schizophrenic Patients (C.N.); Samuel Bo- 
goch, 261, Sept. ’57. 

Disaster Reaction: Some Psychiatric Notes on 
the Andrea Doria Disaster; Paul Friedman, 
426, Nov. ’57. 

The Direction of Human Developmen! (R.); M. F. 
Ashley Montagu, 383, Oct. ’57. 

A Doctor's Book of the Hours (R.); 
Moore, 383, Oct. ’57. 

Drugs and Drug Therapy: See Ataraxics. 

Dunton, Dr. William Rush, Jr., Honors For; 665, 
Jan. ’58. 

Duplication, Double Orientation and Fusion; Max 
Levin, 162, Aug. ’57. 


Merrill 


E 


Ecology: Studies in Human; Lawrence E. Hinkle, 
Jr., 212, Sept. 
EEG: 

Electroencephalographic Changes in Chronic 
Schizophrenics Under Chemotherapy (P.R.) ; 
Max A. Bruck, 945, Apr. ’58. 

Electroencephalography (Review of Psychiatric 
Progress, 1957); W. T. Liberson, 593, Jan. 
58. 

Réntgendiagnostische Probleme bei Intra-Kra- 
niellen Geschwiilsten and Electroencephalo- 
graphie und Corticographie bei Cerebralen 
Krampfleiden. (R.) ; Acta Neurochirirgica III, 
858, Mar. ’58. 

Electromyography : 

Electrodiagnosis and Electromyography (R.); 
Sidney Licht, 96, July ’57. 

Some Motor Aspects of Schizophrenia: An EMG 
Study; George B. Whatmore, 882, Apr. ’s8. 

Electronarcosis: Rapid Treatment of the Psy- 
chotic Patient Integrating Electronarcosis and 
Psychoanalytic Psychotherapy; Esther Bogen- 
Tietz, 68, July ’57. 

Electropathology: Klinische  Electrophatologies 
(R.); S. Koeppen and F. Panse, 91, July ’57. 

Electroshock Therapy: See Shock Therapy. 

Emotional Hazards in Animals and Man (R.); 
Howard S. Liddell, 764, Feb. ’58. 

Epilepsy: See Convulsive Disorders. 

Equus et Machina (Ed.) ; Stanley Cobb, 759, Feb. 
58. 

Explorations in Awareness (R.); J. Samuel Bois, 
480, Nov. ’57. 


F 


Family Relations: The Intrafamilial Environ- 
ment of Schizophrenic Patients II: Marital 
Schism and Marital Skew; Theodore Lidz, 
241, Sept. ’57. 

Family Therapy: Toward an Integrative Therapy 
of the Family ; Nathan W. Ackerman, 727, Feb. 
58. 

Federal Bureau of Investigation: Crime and Pun- 
ishment (Ed.); 280, Sept. '57. 

Fellowship Lecture: 

Eugen Bleuler and Present-Day Psychiatry; 
Gregory Zilboorg, 289, Oct. ’57. 

Response to Fellowship Lecture by Gregory Zil- 
boorg on Eugen Bleuler; E. E. Krapf, 2909, 
Oct. ’57. 

Follow-Up Results in Psychiatric Illness; Don- 
ald W. Hastings, 1057, June ’s58. 

Forensic Psychiatry: The Physician and Testa- 


mentary Capacity; Gene L. Usdin, 249, Sept. 


57- 
Freud: Fragments of an Analysis With (R.); 
Joseph Wortis, 92, July '57. 


G 


General Hospitals, Psychiatry in: Patterns of Pa- 
tient Movement in General Hospital Psychi- 
atric Wards; Lucy D. Ozarin, 977, May ’s8. 

Genetics: See Heredity and Eugenics. 

Geriatrics : 

Alcoholism and Geriatrics (Review of Psychiatric 
Progress, 1957); Karl M. Bowman, 621, Jan. 
58. 

An Evaluation of Functional Psychoses in Old 

Age; W. S. Williams, 910, Apr. ’58. 

The Combined Use of a Tranquilizer, Sym- 
pathomimetic and Vitamins, in the Treatment 
of Elderly Psychotic Patients (C.N.); Lionel 
H. Blackman, 837, Mar. ’s8. 

Growth and Aging; Edward L. Bortz, 114, Aug. 

The Neurologic and Psychiatric Aspects of the 
Disorders of Aging (R.) ; Joseph Earle Moore, 
H. Houston Merritt, and Rollo J. Masselink, 
eds., 955, Apr. ’58. 

Results of Four Years Active Therapy for 
Chronic Mental Patients and the Value of an 
Individual Maintenance Dose of ECT; Gun- 
ther E. Wolff, 453, Nov. ’57. 

The Use of Nucleic Acid in Aged Patients with 
Memory Impairment (P.R.); D. Ewen Cam- 
eron, 943, Apr. ’58. 

Gerontology: Relationship Between Social Atti- 
tudes Toward Aging and the Delinquencies of 
Youth; Maurice E. Linden, 444, Nov. '57. 

Group of Contemporary German Book Reviews; 
Hans A. Illing, 191, Aug. '57. 

A Guide for Psychiatric Aides (R.); Charlotte R. 
Rodeman, 1055, May 's8. 


H 


Halstead of Hopkins, The Man and His Men (R.); 
Samuel James Crowe, 957, Apr. ’58. 
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Health Insurance and Psychiatric Coverage; Henry 
A. Davidson, 498, Dec. ’57. 
Hearing Therapy For Children (R.) ; Alice Streng, 
et al., 382, Oct. ’57. 
Heredity and Eugenics: 
Heredity and Eugenics (Review of Psychiatric 
Progress, 1957); Franz J. Kallmann, 586, Jan. 
58. 


The Physiologic Basis of the Manic Depressive 
Illness: A Theory; S. H. Kraines, 206, Sept. 
57. 

Histerical : 

Beck, Theodoric Romeyn (H.N.) ; Eric T. Carl- 
son, 754, Feb. ’58. 

Bleuler, Eugen, and Present-Day Psychiatry 
(Fellowship Lecture) ; Gregory Zilboorg, 280, 
Oct. ’57. 

Clarke, C. K., I Remember (H.N.); C. B. 
Farrar, 368, Oct. ’57. 

Halstead of Hopkins, The Man and His Men 
(R.); Samuel James Crowe, 957, .\ or. ’58. 

Historical Roots of Psychotherapy; Nu. a D. C. 
Lewis, 795, Mar. ‘58. 

Smith, Samuel Michel—First Professor of Psy- 
chiatry (H. N.) ; Philip C. Rond, 843, Mar. ’58. 

Hypnotherapy for Achalasia of the Esophagus 
(Cardiospasm) (C.R.); Jerome M. Schneck, 
1042, May ’s8. 

Hysteria, The Hysterical Personality and “Hysteri- 
cal” Conversion; Paul Chocoff, 734, Feb. ’58. 

Hysterical Stigmatization; Joseph E. Lifshutz, 527, 
Dec. ’57. 


I 


Idea and Act. (Ed.) ; 374, Oct. ’57. 

Idea and Act. (Corr.) ; 758, Feb. ’58. 

Individual Traits and Morbidity in a Swedish Rural 
Population (R.); Erik Essen-Moiler, 1130, 
June ’s8. - 

Industrial Psychiatry: 

Industrial Psychiatry (Review of Psychiatric 
Progress, 1957); Ralph T. Collins, 627, Jan. 
58. 


Mental Health and Human Relations in Indus- 

try (R.); T. M. Ling, ed., 285, Sept. ’57. 
In Memoriam: 

Gayle, Robert Finley, Jr.; 767, Feb. ’58. 

Gregg, Alan, 287; Sept. ’57. 

Johnson, Melvin Maynard; 959, Apr. ’s58. 

Lowrey, Lawson Gentry, 671, Jan. ’58. 

Parsons, Frederick W.; 864, Mar. ’58. 

Sandy, William C.; 575, Dec. ’57. 

Insulin Coma Treatment: 

Insulin Coma in Decline; Harold Bourne, 1015, 
May ’s8. 

The Mecholyl Test as a Predictor of Improve- 
ment in Insulin Coma Therapy (C.N.) ; Harry 
Vanderkamp, 365, Oct. ’57. 

International Psychiatry : 

American Psychiatry ; John C. Whitehorn, 109, 
Aug. ’57. 

An English View of American Psychiatry; 
Michael Shepherd, 417, Nov. ’57. 

Contemporary Psychiatry in Portugal; Henrique 
J. de Barahona Fernandes, 923, Apr. ’58. 


Current Clinical and Research Trends in Soviet 
Psychiatry ; Stanley Lesse, 1018, May ’58. 
European and British Psychiatry; T. Ferguson 
Rodger, 97, Aug. ’57. 

International Psychiatry; Iago Galdston, 
Aug. ’57. 

Psychiatry and Higher Education in Finland; 
Kauko Kaila, 1023, May ’s8. 

Psychiatry in Post War Germany; H. Ehrhardt, 
414, Nov. ’57. 

Second International Congress for Psychiatry 
(Ed), 467, Nov. ’57. 


103, 


J 
Judaism and Psychiatry (R.) ; Simon Noveck, 190, 
Aug. ’57. 
Juvenile Delinquency : 

The Circle of Guilt (R.) ; Fredric Wertham, 381, 
Oct. ’57. 

Control Problems in Group Therapy with Ag- 
gressive Adolescent Boys in a Mental Hospi- 
tal; Belinda Straight, 998, May ’s8. 

The Defective Delinquent; Peter W. 
147, Aug. ’57. 

Mr. Lyward’s Answer (R.); Michael Burn, 765, 
Feb. ’58. 

Relationship Between Social Attitudes Toward 
Aging and the Delinquencies of Youth; Mau- 
rice E. Linden, 444, Nov. ’57. 

The Social Maladjustment Unit: A Community 
Wide Approach to the Problem of Delinquent 
Behavior; Nathan Blackman, 536, Dec. ’57. 


Bowman, 


L 


Leucotomy: See Psychosurgery. 

Lobotomy: See Psychosurgery. 

L.S.D.: A Study of the Effects of L.S.D.: Physi- 
ologic and Psychological Changes and Their 
Interrelations ; Alberto Di Mascio, 309, Oct. ’57. 


M 


Manic Depressive Illness: The Physiologic Basis 
of: A Theory; S. H. Kraines, 206, Sept. ’57 
The Mecholyl Test as a Predictor of Improvement 
in Insulin Coma Therapy (C.N.) ; Harry Van- 
derkamp, 365, Oct. ’57. 
Medical Atlas: 
Liver, Biliary Tract and Pancreas (R.); Frank 
H. Netter, 859, Mar. ’58. 
Nervous System with a Supplement on the Hy- 
pothalamus (R.); Frank H. Netter, 766, Feb. 


Medicine: 

Internal Secretions of the Pancreas (R.); 
G. E. W. Wolstenholme and Cecilia M. O’Con- 
nor, eds., 861, Mar. ’58. 

Management of Emotional Problems in Medical 
Practice (R.) ; Samuel Liebman, 560, Dec. ’57. 

The Recovery Room (R.); Max Sadove and 
James H. Cross, 862, Mar. ’58. 

Medico-Legal : 

Certain Aspects of Sex Psychopath Laws; Karl 

M. Bowman, 690, Feb. ’58. 
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Epilepsy and the Law (R.); Roscoe L. Barrow 

and Howard D. Fabing, 477, Nov. ’57. 

Mental Deficiency: 

Child Psychiatry and Mental Deficiency (Re- 
view of Psychiatric Progress, 1957) ; Leo Kan- 
ner; 609, Jan. ’58. 

The Mentally Retarded Patient (R.); Harold 
Michal-Smith, 857, Mar. ’58. 

Simulated Retardation (Corr.); 846, Mar. ’58. 

Social Problem of Mental Deficiency (R.); N. 
O’Connor, 384, Oct. ’57. 

Special Education for the Exceptional Child, 
Vol. 3, (R.) ; M. E. Frampton and E. D. Gall, 
eds., 570, Dec. ’57. 

Mental Health: 

Early Detection and Prevention of Disease (R.) ; 
John P. Hubbard, 857, Mar. ’s58. 

The Facts of Mental Health and Illness (R.); 
K. R. Stallworthy, 857, Mar. ’58. 

Mental Health and Human Relations in Indus- 
try (R.); T. M. Ling, ed., 285, Sept. ’57. 
Mental Health in Education (Review of Psychi- 
atric Progress, 1957) ; W. Carson Ryan, 626, 

Jan. ’58. 

Mental Hygiene (R.); D. B. Klein, 476, Nov. 
"57. 

Mental Hospital: 

Analysis of 1955-1956 Population Fall in New 
York State Mental Hospitals in First Year of 
Large-Scale Use of Tranquilizing Drugs; 
Henry Brill, 509, Dec. °57. 

Contributions of Social Science to the Admin- 
istrative Process in the Mental Hospital; 
Morris S. Schwartz, 493, Dec. ’57. 

Observations on the Therapeutic Aspects of Ad- 
ministration in Public Mental Hospitals; Wal- 
ter E. Barton, 488, Dec. ’57. 

Patient “Privileges” in Mental Hospitals; A. H. 
Tuma, 1104, June ’58. 

Mescaline : 

The Antidotal Action of Sodium Succinate in 
the Mescaline Psychosis; Ian Stevenson, 328, 
Oct. ’57. 

A Further Note on the Mechanism of the Anti- 
dotal Action of Sodium Succinate in the Mesca- 
line Psychosis (C.N.); Ian Stevenson, 1037, 
May ’s8. 

Methodology, Fallacies of : 
The Cart Before the Horse (Ed.); Leo Kanner, 


948, Apr. 
Meyer, Adolf: Memorial Plaque Unveiled; 665, 
Jan. ’58. 


Military Psychiatry: 

Psychiatric Management of Suicide Problems in 
Military Service ; William Offenkrantz, 33, 
July ’57. 

Treatment of Acute Emotional Disorders Under 
the Dependents’ Mediczl Care Program for the 
Dependents of Members of the Uniformed 
Services, 460, Nov. ’57. 

A Modern Pilgrim’s Progress for Diabetics (R.); 
Garfield G. Duncan, 570, Dec. ’57. 


N 
Negro Race: The Effect of Culture Change on the 


Negro Race in Virginia, as Indicated by a 
Study of State Hospital Admissions; David C. 
Wilson, 25, July ’57. 

Neurology: Clinical Neurology (Review of Psy- 
chiatric Progress, 1957) ; William H. Timber- 
lake, 615, Jan. ’58. 

Neuropathology; Endocrinology and Biochemis- 
try. (Review of Psychiatric Propress, 1957) ; 
O. R. Langworthy, 590, Jan. ’s58. 

A Neurophysiological Test For Psychiatric Diag- 
nosis; Results in 750 Patients; Charles 
Shagass, 1002, May ’s8. 

New York Hospitals: Analysis of 1955-1956 Popu- 
lation Fall in New York State Mental Hospi- 
tals in First Year of Large-Scale Use of Tran- 
quilizing Drugs; Henry Brill, 500, Dec. ’57. 


Oedipus: Investigation of the Oedipus Phantasy 
by Hypnosis (R.N.); W. Earl Biddle, 175, 
Aug. ’57. 

Official Reports: 

Report of the Coordinating Committee on the 
Community Aspects of Psychiatry, 181, Aug. 

Report of Coordinating Committee on Profes- 
sional Standards, 182, Aug. ’57. 

Report of the Coordinating Committee on the 
Technical Aspects of Psychiatry, 87, July ’57. 

Resolution on Relations of Medicine and Psy- 
chology, 761, Feb. ’58. 

Treatment of Acute Emotional Disorders Under 
the Dependents’ Medical Care Program for the 
Dependents of Members of the Uniformed 
Services, 469, Nov. ’57. 


Paresis: Wagner-Jauregg and the “Priority” of 
Producing Artificial Fever for Treatment of 
General Paresis (Ed.); Vincent E. Gonda, 
561, Dec. ’57. 

Parkinsonism: Treatment of Parkinsonism: Pre- 
liminary Report on Use of Promethazine in 
12 Cases; Eliere J. Tolan, 518, Dec. ’57. 

Perception and Interpersonal Relations; Hadley 
Cantril, 119, Aug. ’57. 

Personality Assessment: A New Symbol Ap- 
proach to; Theodore C. Kahn, 741, Feb. ’58. 


Pharmacotherapy: See Ataraxics and Chemo- 
therapy. 
Phobia: School Phobia: A Study in the Com- 


munication of Anxiety; Leon Eisenberg, 712, 
Feb. ’58. 

Photic Stimulation: Experience with in Psychi- 
atric Research; George A. Ulett, 127, Aug. ’57. 

Physiological Treatment (Review of Psychiatric 
Progress, 1957) ; Joseph Wortis, 603, Jan. ’58. 

Poliomyelitis: Neuropsychiatric Aspects of Acute 
Poliomyelitis ; Jimmie C. B. Holland, 54, July 
’57- 

Presidential Address: Psychiatry and the Science 
of Man; Francis J. Braceland, 1, July ’57. 
Primitive Traits: Upsurge of the Savage (Ed.) ; 

179, Aug. '57. 
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Prison Psychiatry: 

The Prison Code; Paul R. Miller, 583, Jan. ’58. 

Psychiatric Facilities in Prisons and Correc- 
tional Institutions in the United States; War- 
ren S. Wille, 481, Dec. ’57. 

Psychiatric Education : 

Psychiatric Education (Review of Progress, 
1957); F. G. Ebaugh, 650, Jan. ’58. 

The Role of the Psychiatrist in Teaching Com- 
prehensive Medical Care; Donald C. Greaves, 
42, July ’57. 

Some Current Economic and Socia! Problems in 
Residency Training (Ed.); F. G. Ebaugh, 559, 
Dec. ’57. 

Student Mental Health: An Annotated Bibli- 
ography, 1936-1955 (R.); Daniel H. Funken- 
stein and George H. Wilkie, 572, Dec. ’57. 

Psychiatric Nosology: 

Logical Analysis; John R. Reid, 397, Nov. ’57. 

The Problem of Psychiatric Nosology ; Thomas 
S. Szasz, 405, Nov. ’57. 

Psychiatric Nosology: From Hippocrates to 
Kraepelin; Ilza Veith, 385, Nov. ’57. 

The Threat of Clarity; Garrett Hardin, 392, Nov. 
"57. 

Psychiatric Nursing (Review of Progress, 1957) ; 
Lavonne M. Frey, 630, Jan. ’58. 

Psychiatry and the Science of Man (Presidential 
Address) ; Francis J. Braceland, 1, July ’57. 

Psychische Hygiene (R.); Erwin Stansky and 
Ernst Brexina, 189, Aug. ’57. 

Psychical Research: 

Psychical Research (R.); R. C. Johnson, 475, 
Nov. ’57. 

Psychical Research (Corr.) ; 846, Mar. ’58. 

Psychoanalysis : 

Annual Survey of Psychoanalysis, Vol. 3 (R.); 
John Frosch, ed., 956, Apr. ’58. 

Freud and Lay Psychoanalysis (Corr.) ; 946, Apr. 


58. 
Freud and Lay Psychoanalysis (Corr.); 557, 
Dec. ’57 


High Cost of Analytic Training (Corr.); 78, 
July ’57. 

Rapid Treatment of the Psychotic Patient Inte- 
grating Electronarcosis and Psychoanalytic 
Psychotherapy; Esther Bogen-Tietz, 68, July 
’57. 

Psychology : 

Basic Psychology (R.); Leonard Carmichael, 
573, Dec. ’57. 

Basic Readings on the MMPI in Psychology and 
Medicine (R.); George Schlager Welsh, 1129, 
June ’58. 

Case Book in Abnormal Psychology (R.) ; Henry 
Weinberg and A. William Hire, 1056, May 
58. 

Clinical Psychology (Review of Psychiatric 
Progress, 1957); Frederick Wyatt, 597, Jan. 
58. 


Principles of General Psychology (R.); Gregory 
A. Kimble, 1053, May ’s8. 

Psychopharmacology (R.); Nathan S. Kline, ed., 

956, Apr. ’58. 


Psychosomatic : 

Introductory Psychosomatic Dentistry (R.); 
John H. Manhold, 1052, May ’s8. 

Psychophysiological Gastrointestinal Reactions ; 
Vincent Edward Lascara, 457, Nov. ‘57. 

A Psychosomatic Study of Allergic and Emo- 
tional Factors in Children with Asthma; 
Robert T. Long, 890, Apr. ’58. 

Psychosurgery : 

Psychosurgery (Review of Psychiatric Progress, 
1957); Walter Freeman, 608, Jan. ’58. 

Studies in Topectomy (R.); Nolan D. C. Lewis, 
Carney Landis, and H. E. King, ed., 572, Dec. 


Transorbital Leucotomy in Noninstitutional 
Cases; Abraham Gardner, 140, Aug. ’57. 

Two-Year Follow-Up Study of the Relationship 
of Chlorpromazine and the Incidence of Con- 
vulsions in 50 Post Lobotomy Patients (C.N.) ; 
A. E. Paganini, 839, Mar. ’58. 

Psychotherapy : 

An Analysis of Therapeutic Artfulness; Walter 
Bromberg, 719, Feb. ’58. 

Clinical Psychiatry and Psychotherapy (Review 
of Psychiatric Progress, 1957) ; Paul H. Hoch, 
590, Jan. ’58. 

Differential Effects of Factors in an Activity 
Therapy Program; David Levine, 532, Dec. ’57. 

The Fields of Group Psychotherapy (R.); S. R. 
Slavson, ed., 861, Mar. ’58. 

Group Psychotherapy: Individual and Cultural 
Dynamics in a Group Process; Marvin K. 
Opler, 433, Nov. ’57. 

Historical Roots of Psychotherapy ; Nolan D. C. 
Lewis, 795, Mar. ’58. 

Methodische Problem der Klinischen Psycho- 
therapie (R.); Deitrich Langen, 95, July ’57. 

On Some Principles of Therapy; Sydney G. 
Margolin, 1087, June ’58. 

Pharmacological and Biological Psychotherapy ; 
Robert G. Heath, 683, Feb. ’58. 

Psychotherapy and Counseling (R.); Lawrence 
K. Frank, et al., 569, Dec. ’57. 

Social Aspects of Psychotherapy; Frederick C. 
Redlich, 800, Mar. ’s58. 

Some Guiding Concepts in Dynamic Psycho- 
therapy; Oskar Diethelm, 805, Mar. ’58. 

Treatment of Homosexuality by Individual and 
Group Psychotherapy ; Samuel B. Hadden, 810, 
Mar. ’58. 

Psychotomimetics: See Chemotherapy. 

Puberty: Homeostasis During; Flanders Dunbar, 
673, Feb. ’58. 

Public Health: Schizophrenia as a Public Health 
Problem (Corr.) ; 557, Dec. ’57. 


R 


Race: Psychological Aspects of Prejudice with 
Special Reference to Desegregation; Harold I. 
Lief, 816, Mar. ’58. 

“Reader of a Paper” and the “Listener”: Some 
Heretic Thoughts; (Ed.) Hans Unger, 949, 
Apr. ’58. 

Reality: Normal Deviations From; Claude C. 

Bowman, 439, Nov. ’57. 
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Regional Psychiatry: 

California Mental Health Services (Ed.); W. 
Treadway, 376, Oct. ’57. 

A Note On Psychiatric Developments in the San 
Francisco Bay Area; Portia Bell Hume, 926, 
Apr. ’58. 

Rehabilitation : 

Homemaker Service in Psychiatric Rehabilita- 
tion; C. Knight Aldrich, 993, May ’58. 

Rehabilitation and Occupational Therapy (Re- 
view of Psychiatric Progress, 1957) ; Franklin 
S. DuBois, 632, Jan. ’58. 

Rehabilitation of the Mentally Ill: Impact of a 
Project Upon Hospital Structure; Milton 
Greenblatt, 986, May ’s58. 

Research: 

Historical Landmarks in Research on Schizo- 
phrenia in United States; W. K. McKnight, 
873, Apr. ’58. 

Multidisciplinary Research in Schizophrenia; 
William Malamud, 865, Apr. ’s58. 

A Realistic Approach to Training Research Per- 
sonnel (Ed.) ; Lauren H. Smith, 849, Mar. ’s8. 

Reviews of the Literature: 

Clinical Neurology; William T. Timberlake, 
615, Jan. ’58. 

Administrative Psychiatry; J. Martin Myers, 645, 
Jan. ’58. 

Alcoholism and Geriatrics; Karl M. Bowman, 
621, Jan. ’58. 

Child Psychiatry and Mental Deficiency; Leo 
Kanner, 617, Jan. ’58. 

Clinical Psychiatry and Psychotherapy; Paul H. 
Hoch, 5909, Jan. ’58. 

Clinical Psychology ; Frederick Wyatt, 597, Jan. 

Electroencephalography; W. T. Liberson, 593, 
Jan. ’58. 

Epilepsy ; Elizabeth G. French, 624, Jan. '58. 

Family Care and Outpatient Psychiatry; Walter 
Barton, 638, Jan. ’58. 

Forensic Psychiatry; Winfred Overholser, 642, 
Jan. 

Heredity and Eugenics; Franz J. Kallmann, 586, 
Jan. ’58. 

Industrial Psychiatry; Ralph T. Collins, 627, 
Jan. ’58. 

Mental Health In Education; W. Carson Ryan, 
626, Jan. ’58. 

Military Psychiatry ; Joseph S. Skobba, 647, Jan. 
58. 

Neuropathology, Endocrinology and Biochemis- 
try; Orthello R. Langworthy, 590, Jan. ’s8. 

Physiological Treatment; Joseph Wortis, 603, 
Jan. ’58. 

Psychiatric Education; Franklin G. Ebaugh, 650, 
Jan. ’58. 

Psychiatric Nursing; Lavonne M. Frey, 630, Jan. 
58. 

Psychiatric Social Work; Margaret L. New- 
comb, 637, Jan. ’58. 

Psychosurgery ; Walter Freeman, 608, Jan. ’s8. 

Rehabilitation and Occupational Therapy ; Frank- 
lin S. DuBois, 632, Jan. ’58. 

Rorschach Location and Scoring Manual (R.) ; 
Leonard Small, 96, July ’57. 


Schizophrenia : 
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tial Treatment of Schizophrenia; Werner Si- 
mon, 1077, June ’58. 

The Effect of a Special Diet on Hospitalized 
Schizophrenic Patients (C.N.); Samuel Bo- 
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Apr. ’58. 
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Topectomy: See Psychosurgery. 

Traffic Accidents: Medical Aspects of Traffic Acci- 
dents (R.); Harold Elliott, 92, July ’57. 
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operatively» the drus was continued, 
maintaining the patient's emotional equi- 
librium and thereby acceleratiné 
convalescence: 
q 


each of these indications 
a tranquilizer... 


SR is a cardiac patient. His doctor 
put him on ATARAX because (+4) 
it is an anti-arrhythmic and non- 
hypotensive tranquilizer. 


Other tranquilizers added to PN’s 
g. i. discomfort (he has ulcers). 
But now his doctor has him on 
ATARAX because (+) it lowers gas- 
tric secretion while it tranquilizes. 


Asthmatic JL used to have fre- 
quent tantrums followed by acute 
bronchospasm. Her family doctor 
tranquilized her with ATARAX be- 
cause (+) it is safe, even for chil- 
n. 


Senile anxiety and persecution 
complex dogged Mrs. K. until her 
doctor prescribed ATARAX Syrup. 
(+) It tastes good, and it’s a per- 
fect vehicle for Mrs. K’s tonic. 


Dosage: Children, 1-2 10 mg. tablets or 
1-2 tsp. Syrup t.i.d. Adults, one 25 mg. 
tablet or 1 tbsp. Syrup q.i.d. 

Supplied : 10, 25 and 100 mg. tablets, bottles 
of 100. Syrup, pint bottles. Parenteral Solu- 
tion, 10 cc. multiple-dose vials. 
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‘Compazine’ Spansule capsules provide: 


e Timesaving administration in the hospital—only one or 
two doses daily. 
e Rapid onset of action—as fast as tablet medication. 


¢ Sustained therapeutic effect—continuous action for 10 to 
12 hours. 


NEW 30 mg. ‘Compazine’ Spansule capsules are especially 
useful in psychiatric patients En require 30 mg. or more of 
‘Compazine’ daily. 


e 


Compazine* Spansule’ 


prochlorperazine, S.K.F. sustained release capsules, $.K.F. 
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Rotating chair used for calming mental patients (18th century). 
Original wood engraving by John de Pol, 
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spin 
out 


the 
devil! 


Psychiatry has advanced far beyond such crude 
devices for treatment of the mentally ill. 

But perhaps the greatest advance in psychiatry 
has come through chemotherapy—an adjunct to 
the treatment of mental illness pioneered and 
established with ‘Thorazine’. 

Not only has ‘Thorazine’ speeded the recovery 
of thousands of hospitalized mental patients, it 
has also helped to keep many thousands out of 
the hospitals. Its use in psychiatry is still in- 
creasing because its consistently high degree of 
effectiveness and its relative safety have been 
established by extensive long-term use in mental 
hospitals throughout the country. 


THORAZINE* 


chlorpromazine, S.K.F. 


the fundamental drug in psychiatry 


Smith Kline & French Laboratories, Philadelphia i 


*T.M. Reg. U.S. Par. Off. 
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Now in one instrument... 
a safe, soothing high frequency 
current for painless sedation 
without drugs and a powerful 
convulsive current at the 

very least as efficient 

as the strongest AC machine, 
but with increased safety 

due to automatically 

reduced side effects. 


MODEL SOS 


REITER SEDAC-STIMULATOR 


Now with Model SOS, Reiter SedAc- 
Stimulator, sedative and convulsive 
therapies may be given with one ma- 
chine. A one knob control with a safety 
spring lock permits simple transition 
from sedative to convulsive currents. 


In ECT, the significantly increased 
efficiency of the Reiter unidirectional 
current offers greater therapeutic and 
convulsive effectiveness. 


Patients may be treated so they are 
quickly clear and bright following 
treatment ... apnea, thrust, agitation 
and confusion are notably minimized. 


The Reiter SedAc current establishes 
better transference ... patients fears 
are relaxed... they become com- 
municative. 


Anxious aversion to EST is greatly 
minimized by application of the 
SedAc current prior to treatment. Only 
the gentle SedAc stimulation is 
remembered. 


Literature available on request. 
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MODEL SOS PROVIDES FOR: 


CONVULSIVE THERAPY 
maximum convulsive and 
therapeutic efficiency 


NON-CONVULSIVE THERAPIES 
ELECTRO-SLEEP THERAPY 


FOCAL TREATMENT 
unilateral and bilateral 


MONO-POLAR TREATMENT 
non-convulsive or convulsive 


BARBITURATE COMA 
and other respiratory problems 


MILD SEDAC 
without sedation 


DEEP SEDAC THERAPY 
with sedation 


PRE-CONVULSIVE SEDAC 
for anxious patients 
who resist EST 


POST-CONVULSION SEDAC 
for deep sleep 


NEUROLOGICAL CONDITIONS 


Model SOS contains the Reiter uni- 
directional currents and three new 
SedAc ranges as part of the single 
selector control. Model S is available 
without the SedAc ‘current (may be 
used with separate SedAc attach- 
ment). The SedAc is also available 

j as a self-powered instrument. 


REUBEN REITER, Se.D 


64 WEST 48th STREET, 
NEW YORK 36, N. Y. 
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—hoNALD Books 


Clinical Studies in 
Culture Conftict 


Edited by GEORGENE SEWARD, Ph.D., 
University of Southern California 


Just Published! Useful as a clinical manual, 
this practical new casebook is invaluable when 
treatment involves problems of culture dis- 
turbances. Case studies, clinical in nature, are 
presented by psychiatrists, psychologists, and 
anthropologists of wide clinical experience with 
patients of diversified cultural origins. Cases 
include: the Negro, the displaced European 
Jew and Gentile, the American Indian, the 
Japanese, and a Spanish-speaking group. 

The book contains the results of the various 
tests and protocols as applied to a given case. 
It also discusses the selection of various avail- 
able iests and indicates how they can be ap- 
plied in cases of cuiture conflict. 25 Contribut- 
ing Authorities. 23 ills., 587 pp. 7 


Psychotherapy and 
Culture Conflict 


GEORGENE SEWARD, Ph. D. 


This definitive companion volume is invalu- 
able for professional workers in clinical psy- 
chology, social work, and psychiatry. It ex- 
amines the psychodynamics peculiar to the 
members of a variety of American subcul- 
tures. 

Reviewing classical psychoanalysis and stress- 
ing cultural aspects often overlooke:: by critics 
of Freud, the book discusses the neo-Freud- 
ian systems and their shift in emphasis from 
instinct to social relationships. Analyzes the 
problems of seven representative groups: the 
Nisei, the Negro, the Italian immigrant, etc., 
showing how findings presented are adaptable 
to therapeutic procedures. Judd Marmor, M.D., 
contributes four illuminating case studies drawn 
from his own psychoanalytic practice. Bibliog- 
raphies. 299 pp. 


Interpersonal 
Diagnosis of Personality 


TIMOTHY LEARY, Ph. D., 
Kaiser Foundation Hospital 


A functional theory and methodology for per- 
sonality evaluation. Pioneering book presents an 
original personality theory, a series of complex 
techniques for measuring interpersonal expression 
at different personality levels, an empirical method 
for applying theory and technique clinically. 
120 ills., tables; 518 pp. $1 


The 
Sentence Completion Method 


AMANDA R. ROHDE, 
Camarillo State Hospital 


A complete treatment of the sentence comple- 
tion method stressing its diagnostic and clinical 
application to mental disorders. Underlining its 
value for investigating personality, book details 
the method, its rationale, administration, scoring, 
interpretation. 23 documented and _ interpreted 
cases, 28 ills., tables; 301 pp. $7.50 


The Caricature of Love 


HERVEY CLECKLEY, M. D., Medical College of 
Georgia and University Hospital 


A discussion of social, psychological, and liter- 
ary manifestations of pathologic sexuality. Author 
examines accepted psychiatric and psychological 
concepts which he considers unproved — and 
harmful when used in modern literature to sup- 
port the belief that sexual disorder, especially 
homosexual, is natural. 319 pp. 3 


Energy and 
Structure in Psychoanalysis 


KENNETH MARK COLBY, M. D., San Francisco 
Institute of Psychoanalysis 


Exploring basic psychoanalytic theory, book 
examines the development of the concepts of psy- 
chic energy and structure. Demonstrates their 
usefulness and limitations in approaching theo- 
retical problems. Introduces a new construct of 
psychic energy and a new cyclic-circular model of 
psychic structure. 14 ills., 154 pp. $4.50 


TE RONALD PRESS COMPANY | 


15 East 26th Street. New York 10. New York 


we 
‘ * 
_ 
= 
Oak 
8 
+ 
| 
» 
ta 
. 
XXIV 
VE 


unwind 
en 


BRAND OF RESCINNAMINE 


a newer, better tolerated alkaloid 
of rauwolfia for improved control 
of tension. 


preferred by tense patients... 
side effects are less frequent 
and less pronounced 


MopeRIL (brand of rescinnamine) 
gently brings relief to patients 
suffering from anxiety, with less 
frequent and less pronounced side 
effects than earlier forms of 
rauwolfia therapy.’* With Moderil 
there is reported a reduced incidence 
and reduced severity of such side 
effects as: depression, diurnal 
somnolence, lassitude, weight gain, 
bradycardia, fatigue and weakness.’** 
It is further reported that an 
appreciable number of patients who 
complain of mental depression, for 
example, while on other forms of 
rauwolfia, may be relieved of such 
symptoms by changing to rescinnamine 
(Moderil).‘ In a recent comparative 
study involving tense patients 
“rescinnamine was preferred ... by 
almost all the patients in the trial.’ 


Supplied: oval, scored, yellow tablets, 0.25 
mg. and oval, scored, salmon tablets, 0.5 mg. 


1. Hershberger, R. L.; Dennis, E. W., and Moyer, J. H.: 

Am. J. M. Sc. 231:542 (May) 1956. 2. Moyer, J. H.; Dennis, 

E. W., and Ford, R.: A.M.A. Arch. Int. Med. 96:530 (Oct.) 1955. 
3. McQueen, E. G., and Smirk, F. H.: Postgrad. M. J. 364:85 
(Feb.) 1956. 4. Smirk, F.H., and McQueen, E. G.: Lancet 2:119 
(July 16) 1955. 5. Hollister, L. E.; Stannard, A. N.,and Drake, 
C. F.: Dis. Nerv. System 17:289 (Sept.) 1956. 


PFIZER LABORATORIES, Brooklyn 6, N. Y. “ 
Division, Chas. Pfizer & Co., Inc. a 
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CHEMICALLY IMPROVED ~— beneficial proper- 
ties potentiated ... unwanted effects reduced, 
through modification of the phenothiazine struc- 
ture 


PHARMACOLOGICALLY IMPROVED —en- 
hanced potency with far less sedative effect 


CLINICALLY IMPROVED ~—does not oversedate 
the patient into sleepiness, apathy, lethargy... 
active and rapid in controlling manic excitement, 
psychotic agitation and panic, delusions and hal- 
lucinations, hostility, and intractable behavior... 
drug-induced agitation minimal 


IN EXTENSIVE CLINICAL EXPERIENCE — 
SINGULARLY FREE FROM TOXICITY 


ws jaundice or liver damage—not observed ao skin 
eruptions—rare photosensitivity—rare  hy- 
perthermia—rare convulsions—not observed 


IN SCHIZOPHRENIA/ MANIC STATES/ PSYCHOSES ASSOCIATED 
WITH ORGANIC BRAIN DISEASE 


effects smooth and rapid control of psychotic symp- 
toms———> facilitates insight» permits 
early introduction of psychotherapy —————> im- 
proves patient-personnel relationship ——> hastens 
social rehabilitation 


Squibb Triflupromazine Hydrochloride 
the new, improved agent for better 
management of the psychotic patient... 
with greater freedom from toxicity 


DOSAGE: 
Oral route—usual initial dosage, 25 mg., t.id. Adjust 
dosage according to patient response. (Observe caution 
in giving daily oral doses in excess of 300 mg.) 
Intramuscular route—suggested dosage, 20 mg., t.i.d. (Ob- 
serve caution in exceeding daily intramuscular doses of 
150 mg.) 

(See package insert for additional information) 

Oral Tablets: 10 mg., 25 mg., 50 mg. press-coated tablets 
in bottles of 50 and 500 

Parenteral Solution: 1 ec. ampuls (20 mg./ce.) 


Squibb Quality— 
The Priceless Ingredient 


“VESPRIN’ IS A SQUIBB TRADEMARK 
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MINIMIZE HAZARDS 
of E.C.T. 


Chloride brand Succinylcholine Chloride 


removes practically all 
the previous risks inherent 


9916 


in the treatment. 


Confirming the contribution of ‘Anectine’ to safe E.C.T. therapy: 


Brody, J. I. and Bellet, S.: Am.J.M.Sc. 233:40 (Jan.) 1957. 

Impastato, D. J. and Gabriel, A. R.: Dis.Nerv.System 18:334 (Jan.) 1957. 

Impastato, D. J. and Berg, S.: Am.J.Psychiat. 112:893 (May) 1956. 

Buckley, R. W. and Richards, W. L.: Ohio State M.J. 52:481 (May) 1956. } 

Lewis, W. H., Jr.: Dis.Nerv.System 17:81 (Mar.) 1956. ] 

Moore, D. C. and Bridenbaugh, L. D., Jr.: Anesthesiology 17:212 (Jan.) 1956. 

Jacoby, J., et al.: J.Clin.& Exper.Psychopathol. 16:265 (Dec.) 1955. 

Newbury, C. L. and Etter, L. E.: A.M.A.Arch.Neurol.& Psychiat. 74:472 (Nov.) 1955, 

Newbury, C. L. and Etter, L. E.: /bid. 74:479 (Nov.) 1955. 

10. Impastato, D. J.: J.M.Soc.New Jersey 52:528 (Oct.) 1955. 

11. Lincoln, J. R. and Broggi, F. S.: New England J.Med. 253 :546 (Sept.) 1955. 
12. Tucker, W. I., Fleming, R., and Raeder, O.: Jbid. 253:451 (Sept.) 1955. 

13. Rietman, H. J. and Delgado, E.: Dis.Nerv.System 16:237 (Aug.) 1955. 

- 14. Lewis, W. H., Richardson, D. J., and Gahagan, L. H.: New England J.Med. 252:1016 (June) 1955, j 
15. Glover, B. H. and Roisum, B. H.: J.Nerv.& Ment.Dis. 120:358 (Nov.-Dec.) 1954. j 
16. Saltzman, C., Konikov, W., and Relyea, R. P.: Dis.Nerv.System 16:153 (May) 1955. 

17. Robie, T. R.: J.M.Soc.New Jersey 52:82 (Feb.) 1955. 

18. Schiele, B. C. and Margolis, P. M.: Minnesota Med. 38:1 (Jan.) 1955. 

19. Wilson, W. P., et al.: A.M.A.Arch.Neurol.& Psychiat. 72:550 (Nov.) 1954. 

20. Steven, R. J. M., et al.: Anesthesiology 15:623 (Nov.) 1954. 

21. Holt, W. L., Jr.: New York State J.Med. 54:1918 (July) 1954. 

22. Holmberg, G., et al.: A.M.A.Arch.Neurol.& Psychiat. 72:73 (July) 1954. 

23. Dewald, P. A., Margolis, N. M., and Weiner, H.: J.A.M.A. 154:981 (Mar.) 1954, 

24. Wilson, W. P. and Nowill, W. K.: A.M.A.Arch.Neurol.& Psychiat. 71 :122 (Jan.) 1954. 

25. Moss, B. F., Jr., Thigpen, C. H., and Robinson, W. P.: Am.J.Psychiat. 109:895 (June) 1253. 
26. Holt, W. L., Jr., et al.: Confinia neurol. 13:313, 1953. 

27. Murray, N.: Texas Rep.Biol.& Med. 11 :593, 1953. 

28. Murray, N.: Confinia neurol. 13:320, 1953. 

29. Alexander, L., Gilbert, I. E., and White, S. E.: /bid. 13 :325, 1953. 

30. MeDowell, D. H., Rahill, M. A., and Tyndall, J. A.: J.Irish M.A. 31:240, 1952. 

31. Holmberg, G. and Thesleff, S.: Am.J.Psychiat. 108:842, 1952. | 

. Altschule, M. D, and Tillotson, K. J.: New England ,.Med. 238:113 (Jan.) 1948. 
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A NEW 


VOLUME FILE CASE 


ATTRACTIVE 

INEXPENSIVE 

SERVICEABLE 

Note new price: $2.50 each: 
3 for $7.00 


Please add 25 cents postage for each 
file erdered 


ORDER DIRECT FROM 


1270 Avenue of the Americas 
New Yerk 20. N. Y. 


Keep and protect your Journals in this new 


AMERICAN JOURNAL OF PSYCHIATRY 


WHEN ORDERING PLEASE SPECIFY VOLUME NUMBERS 


BIOCHEMIGAL 
CEREBRAL TONIC 


in confusion, 
L-Glutavite, directed at. of oxidation 
and celluler nutrition in the bYain, gupylhies optimal 
amounts of monosodium This is the most 
readily utilized form of glutamic acai, the only amino 
acid with specific beneficial efleets-on cerebral meta- 
bolic processes. A therapeutic amount of niacin, for 
its vasodilating effect on cerebral blood vessels, is 
provided in combination with optinial supnly 
eiboftavin, thiamine. ascorbic acid 
to enhance cellular nutrition, 


L-Glutavite offers a more fundamental, broader and 
eafer range of action than pharmacolagic stijoulants, 


rental fatigue, and anxiety 


sedatives or tranquilizing ogents. Clinical >tudies 
show that symptoms of fatigue, apathy, and depres- 
sion are often ameliorated within 4 to 6 weeks after 
starting therapy.'*** 

Initial Dosage: One packet (supplied in W's) or two level ten 


spoonfuls (supplied in 6 oz. csnisters) in tomate or vegetable 
jui¢e four times a day. Maintenance disage: reduce te twice a day. 


Rejerences? Pinele, P., and J, Clie, & Eaper, 
end Postgrad. Med. 193483 (May) 
1950: Kate, Kowal, Inter. st. Mer. Mca, 
(Sept.) 1956, 4. Clay, J.: J. Indians S092 ( Aug.) 1957. 


Crookes-Barnes. Laboratorics, Wayne, N. J. 
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A STATEMENT CONCERNING MARSILID 
BY THE PRESIDENT OF HOFFMANN-LA ROCHE INC. 


Dear Doctor: 

At a time when Marsilid has been so much in the news, I believe you 
will be interested in this statement. It is being made with the utmost candor 
because it has never been our policy to emphasize advantages of a drug 
while ignoring its disadvantages. 

Marsilid, as most physicians know, is a highly potent compound of 
an entirely new type...unlike anything else known to clinical medicine. Its 
potency and its activity in the body have important implications. It has 
been described as a psychic energizer (the opposite of a tranquilizer) 
which acts by inhibiting monoamine oxidase and other enzymes. Marsilid 
frequently has a profound effect in severely depressed and regressed patients 
but it is definitely not a “pep”’ pill, as this term has been frequently used 
by the lay press. 

Marsilid is the first of a series of amine-oxidase inhibitors devel- 
oped by Roche research which are now being studied and tested with 
extreme care. 

Because Marsilid is so potent, it should be used only in the right 
patient, in the correct dosage and in the proper way. This is by way of 
saying that it is most important to follow directions* carefully. We believe 
that the use of Marsilid should be restricted to patients who have not 
responded to less potent drugs... patients who are sufficiently depressed 
to warrant administration of a potentially hazardous compound. 


It is particularly important to use Marsilid in the correct dosage 
and to keep in mind its slow and cumulative action. The lowest effective 
dose should, of course, be employed at all times. When and if improvement 
occurs, the dose should be reduced to the lowest level adequate to maintain 
the patient. 

Marsilid has been under clinical investigation since 1952—first for 
tuberculosis and subsequently for its effect on mental disease and other dis- 
orders. Over fifty papers on the new indications for Marsilid have appeared 
in the literature during the last year alone and hundreds of additional 
studies are now under way. These studies show that Marsilid and other 
amine-oxidase inhibitors may be valuable not only in mental disorders but 
in many other conditions as well. 


*The dosage recommendations, directions and contraindications in the package insert 
should be carefully reviewed. Copies of this up-to-date literature (recently mailed to 
every practicing physician) may be obtained by writing to S. Evert Svenson, M. D., 
Director of Medical Information, Hoffmann-La Roche Inc., Nutley 10, N. J. 


MARSILID*—brand of iproniazid 
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Because Marsilid is so potent, it is to be expected that its use may be 
followed by reactions in some patients. But in the opinion of many investi- 
gators, the benefits of Marsilid in properly selected patients outweigh its 
disadvantages. For example, Marsilid has produced impressive improvement 
in some patients refractory to other drugs or electroshock. 


Inasmuch as Marsilid affects several enzyme systems, it is capable 
of producing undesirable side effects such as hypotension, jaundice and 
hepatitis. All patients should therefore be kept under the closest possible 
observation and the use of the drug should be discontinued at the first indi- 
cation of jaundice, impaired liver function or other serious side reactions. 


Marsilid has, according to our records, been used satisfactorily in 
several hundred thousand patients. But we realize that those patients who 
have not benefited or who have suffered side effects are to be recognized 
and our medical and scientific people are making every effort to learn more 
about the behavior of Marsilid in such cases. 

Like steroids and antibiotics, Marsilid represents a genuine advance 
in medical research. As is true of all new potent drugs, much additional 
work is needed before the therapeutic effects and limitations are completely 
clarified. In the meantime, we believe that the therapeutic benefits of 
Marsilid should be made available to properly selected patients, provided 
the drug is used with full awareness of its potency and limitations. 


Our Department of Medical Research stands ready to communicate 
with physicians by phone or by mail whenever additional information is 
required. We shall be happy to receive frank statements of practicing 
physicians or research scientists regarding their experience with Marsilid, 
whether unfavorable or favorable. 

May I assure you that all of us in the Roche Management as well as 
our medical and scientific people are deeply aware of our responsibility to 
the medical profession in the development and testing of new and potent 
compounds and we are determined to continue our research in this field. We 
believe that only by this procedure will there be additional breakthroughs 
in the treatment of diseases which have hitherto not been treated with 
maximum success. 


Sincerely, 


L. D. BARNEY, President 
Hoffmann-La Roche Ince. 
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now available 
the parenteral form 


Injection 


perphenazine 


full-range tranquilizer 
potent antiemetic 


greater milligram potency than 
other parenteral phenothiazines 


Virtually no significant hypotension 
no agranulocytosis reported 

no skin photosensitivity observed 
pain on injection virtually absent 


for control of 

agitated psychotics 

manic states 

catatonic excitement 

hysteria 

agitated senile dementia 

panic reactions 

acute behavioral problems in mental defectives 
agitated or withdrawal phase of acute alcoholism 
TRILAFON Injection—5 mg., ampul of | cc., 

boxes of 6 and 100. 

TRILAFON Tablets for hospital use— 16 mg., (red seal), 
bottle of 500. 


Refer to Schering literature for specific 
information regarding indications, dosage, 
side effects, precautions and contraindications. 


TR-J-518 


i 
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WHEN A MAN 
IS MENTALLY 
AN ICEBERG 
RESTORE 
EMOTIONAL 
WARMTH 


The schizophreniec’s cold, rigid and irrational emotional 

tone melts away as Pacatal restores emotional warmth. Lack of 
responsiveness is one of the many symptoms which Pacatal 
corrects by normalizing thinking and emotional patterns. Many 
investigators report a return of warmth and improved affect.1.2.3 
PACATAL.. 

“normalizes” thinking and emotional responses 

« calms without “‘flattening’’—keeps patients alert 

* elevates the mood instead of sedating the patient 

complete literature available on request 

References 

1. Flipse, M. J.: Clin. Med. 4:1237 (Oct.) 1957. 2. Hutchinson, J. T.: Paper 


presented, American Psychiatrie Association, Philadelphia, Pa., Nov. 17, 1956. 
3. Sarwer-Foner, G. J., and Koranyi, E. K.: Canad. M. A. J. 77:450 (Sept. 1) 1957, 


FOR NORMALIZATION—NOT SEDATION 


Pacatal 


BRANI F MEPAZINE 


WARNER-CHILCOTT 
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Dim hopes and grave doubts need 


no longer be a part of the epileptic’s life. 


Today’s clinical advances, coupled with 


your increasing knowledge of therapy, may 


give the epileptic what he dared not 


hope for in the past: a normal life. 


These five distinguished anticonvulsants 
can help you treat the epileptic—from 
childhood on through his adult years. They 
will help you give him the safety, 
comfort and security that comes only 


with a seizure-free life. 


ANTICONVULSANTS BY ABBOTT 


PEGANONE® 
(Ethotoin, Abbott) 


Newest of Abbott's anti- 
convulsants ...a new hy- 
dantoin of exceptionally 
low toxicity for grand mal 
and psychomotor seizures. 


PHENURONE® 
(Phenacemide, Abbott) 
Used with discretion, will 
often prove successful 
wiere all other therapy 
fails in treating psycho- 
motor, grand mal, petit 
mal and mixed seizures. 


GEMONIL* 
(Metharbital, Abbott) 


An effective drug with low 
toxicity for treating grand 
mal, petit mal, myoclonic 
and mixed seizures 
symptomatic of organic 
brain damage. 
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TRIDIONE® 
(Trimethadione, Abbott) 
PARADIONE® 
(Paramethadione, Abbott) 


Two eminently successful 
anticonoulsants for symp- 
tomatic control of petit 
mal, myoclonic and 
akinetic seizures... 
Tridione will often work 
where Paradione won't 
and vice versa. 


& 
\ 
a 
Ea 
* 


ENISTOR Y 


“Our work rests on the accom- 
plishments of our predecessors.” 
—Philip S. Hench in the Fore- 
word to PICTORIAL HISTORY «+ 
OF MEDICINE 


A PICTORIAL HISTORY OF MEDICINE 
by Otto L. Bettmann, M. D., New York City 


“Perhaps nowhere else can one obtain so clearly 


and quickly a broad grasp of medical history. 
The hundreds of illustrations depict in their 


well chosen selection the highlights in medical 


practice through the centuries. . . . This is not, 


however, simply a picture book, but a series of 
brief historical essays dealing with those events 
and conditions of practice which characterize 
periods of medical development.”—Surgery, 
Gynecology and Obstetrics 


Pub. ’57, 336 pp., 1000 il., Cloth, $9.50 


THE FOUNDERS OF NEUROLOGY 


by Webb Haymaker, M.D., Armed Forces Institute 
of Pathology 


“Tt is to be expected that a book of this type 
will be of primary interest, to one particular 
physician—the neurologist. However, anyone 
desiring to penetrate medical history somewhat 
deeper than the average will find it of interest 
and value. This volume is highly recom- 
mended as a historical review of the back- 
ground of present-day neurology.”—Northwest 
Me dicing 


Pub. 53, 512 pp., 133 il., Cloth, $10.50 


AMID MASTERS OF TWENTIETH 
CENTURY MEDICINE 
by Leonard G. Rowntree, M.D., SCD., FACP, Univer- 
sity of Minnesota 
Lavishly illustrated, this book is all inclusive 
for the century. It starts with the conquest of 
Yellow Fever by two army surgeons, Walter 
Reed and General William Gorgas, in the Span- 
ish American war and ends with the introduc- 
tion of polio vaccine by Jonas Salk and the 
discovery of a brand new disease (Primary 
Aldosteronism) by Jerome Conn of the Uni- 
versity, of Michigan in 1956. 


To be publishe d summer 1958 


SELECTED WRITINGS OF WALTER E. 
DANDY 


Compiled by Charles E. Troland, M. D., and Frank J. 
Otenasek, M. D. 

Compiled with a dual purpose: To honor the 
memory of Doctor Walter E. Dandy and to 
make available many of his writings not ob- 
tainable from other sources. Certainly all 
neurosurgeons and neurologists should have 
this book, both as a historical volume and be- 
cause of the ready availability of information. 

. these collected papers can be recom- 
mended to all interested in the development of 
neurologic concepts and neurosurgical technics 
for the alleviation of diseases of the nervous 


system.” Ne urology 


Pub. 57, 800 pp., 183 il., Cloth, $15.00 


HALSTED OF JOHNS HOPKINS 


by Samuel James Crowe, M.D., The Johns Hoplins 
University 

“Within these pages much of the old which is 
of established value is recorded and glimpses 
into the beginnings of what we do daily today 
in the wards, operation room, and experimental 
laboratory are found. The book is one of the 
most. delightful collective accounts of men in 
medicine.”—Hawait Medical Journal 


Pub. ’57, 268 pp., 24 il., Cloth, 85.00 


CHARLES C THOMAS *° PUBLISHER 
301-327 EAST LAWRENCE AVENUE 
SPRINGFIELD © ILLINOIS 
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. . . building upon a solid foundation 
of public and legislative approval 
has provided the = 


bricks... 


with which to build a progressive 
and lasting mental health 


treatment and research program... 


it now seeks the 


brains... 


to aid in carrying this program forward. 


If you are a member of that dedicated group of 
psychiatrists and other professionals devoted to the 
field of mental health, the evergreen, evergrowing 
State of Washington urgently beckons you to join 
this dynamic, pace-setting program . . . to become 
a part of this important forward movement in the 
field of mental health. 


Recently approved salary increases place Washing- 
ton at the top in most professional categories and 
are an indication of the efforts being made to carry 
this program through — but this is only part of the 
story of progress in this fabulous green giant of the 
Pacific Northwest . . . you may learn more of this 
remarkable story and further details regarding the 
part you may play in it by contacting: 


WASHINGTON STATE DEPARTMENT OF INSTITUTIONS 
DR. GARRET HEYNS, DIRECTOR ¢ BOX 867, OLYMPIA, WASHINGTON 


DR. CHARLES H. JONES, SUPERINTENDENT DR. G. LEE SANDRITTER, SUPERINTENDENT 


NORTHERN STATE HOSPITAL EASTERN STATE HOSPITAL 

SEDRO WOOLLEY, WASHINGTON . MEDICAL LAKE, WASHINGTON 

DR. MARGARET KENNARD, DIRECTOR DR. FRANK E. SHOVLAIN, SUPERINTENDENT 
-MENTAL HEALTH RESEARCH INSTITUTE WESTERN STATE HOSPITAL 

P. 0. BOX 1670 > FT, STEILACOOM, WASHINGTON 

FORT STEILACOOM, WASHINGTON © 


OR: WASHINGTON “STATE PERSONNEL BOARD 
~ 212 GENERAL ADMINISTRATION BUILDING © OLYMPIA, WASHINGTON @ 
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Founded in 1904 


HIGHLAND HOspPITAL, Inc. 


ASHEVILLE, NORTH CAROLINA 
Affiliated with Duke University 
A non-profit psychiatric institution, offering modern diagnostic and 
treatment procedures—insulin, electroshock, psychotherapy, occupational 
and recreational therapy—for nervous and mental disorders. 
The Hospital is located in a 75-acre park, amid the scenic beauties of the 
Smoky Mountain Range of Western North Carolina, affording excep- 
tional opportunity for physical and nervous rehz abilitation. 
The OUT-PATIENT CLINIC offers di: agnostic services and thera- 
peutic treatment for selected cases desiring non-resident care. 
R. CHARMAN CARROLL, M.D. ROBT. L. CRAIG, M.D. 
Medical Director Associate Medical Director 
JOHN D. PATTON, M.D. 
Clinical Director 


Maintaining the highest standards 
since 1884, the Milwaukee Sanitar- 
ium Foundation continues to stand 
for all that is best in the physiologi- 
cal and psychotherapeutic treatment 
of neuropsychiatric disorders. Liter- 
ature sent on request. 


CaRROLL W. Oscoop, M.D. 
Medical Director 
BENJAMIN A. RuskIN, M. D. 
Asso. Medical Director 


WILLIAM T. KRADWELL, M. D. 
Lewis DANZIGER, M.D. 
James A. ALsTon, M.D. 
Epwarp Cari ScumMipT, M.D. 
WILLIAM L. Lorton, M.D. 
DonaLp G. Ives, M. D. 
Isaac J. SarFatty, 
PATRICIA JoRDAN, M. D. 
Epwarp A. BirGe, M.D. 


WaLpo W. Buss, Executive Director 
COLONIAL HALL—One of the 17 
units in “Cottage Plan” 
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~-,@ Modern Treatment Facilities @ Psychotherapy Em- 
phasized @ Large Trained Staff @ Individual Attention 
@ Capacity Limited @ Occupational and Hobby 
Therapy @ Supervised Sports @ Religious Services 


Plus . 
aun COT ene «Your patients spend many hours daily in healthful out- 


if’ i door recreation, reviving normal interests and stimu- 
lating better appetites and stronger bodies... all on 
AN (LOTR Mil Florida’s Sunny West Coast. 
Rates Include All Services and Accommodations 


" ge nem and Rates Available to Doctors and Institutions 


A MODERN HOSPITAL FOR Medical Director—SAMUEL G. HIBBS, M.D. 
EMOTIONAL READJUSTMENT Assoc. Medica! Director WELLBORN. JR. M.D. 


PETER J. MD. RUSS, JR., MD. 
TURO G. GONZALE 


TARPON “SPRINGS e FLORIDA consultants tn chia 


ON THE GULF OF MEXICO SAMUEL G. WARSON, ROGER E, PHILLIPS, M.D 


HALL-BROOKE 
An Adlive Lreatment Hospital 


A licensed private hospital devoted to active treatment, analytically- 
oriented psychotherapy, and the various somatic therapies. 

A high ratio of staff to patients. 

Large occupational therapy building with a trained staff offers 
complete facilities for crafts, arts and recreation. Full program of 
outdoor activities. 

Each patient is under constant, daily psychiatric and medical 
supervision. 

Located one hour from New York on 120 acres of Connecticut 
countryside. 


HALL-BROOKE 
Greens Farms, Box 31, Conn., Tel.: Westport, CApital 7-5105 
George S. Hughes, M.D. Robert Isenman, M.D. 
Leo H. Berman, M.D. John D. Marshall, Jr., M.D. 


Alfred Berl, M.D. Peter P. Barbara, Ph.D. 
Louis J. Micheels, M.D. Heide F. and Samuel Bernard, Administration 


New York Office: 33 E. 74th St., New York, N. Y., LEhigh 5-5155 
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HIGH POINT HOSPITAL 


Port Chester, New York 
WEstmore 9-4420 


Ratio of one active psychiatrist for every four to five patients; cach patient receives 
absolute minimum of three hours of psychoanalytic psychotherapy per week; highly 
individualized management, shock and drug therapies used adjunctively; therapy 
given by senior psychoanalysts, and resident psychiatrists under immediate super- 
vision of the Director; staff of medical consultants; near New York City. 
ALEXANDER GRALNICK, M.D., F.A.P.A., Dircector 

Chief Consultants 


STEPHEN P. JEwetrT, M.D. 
WILLIAM V. SILVERBERG, M.D., F.A.P.A. 


Associate Consultants 
RutuH Fox, M.D. 
L. CLovis Hirninc, M.D. 


Assistant Medical Director 
FRANK G. M.D. 


Clinical Director 
MERVYN SCHACHT, M.D., F.A.P.A. 


Director of Research 
STEPHEN W. Kempster, M.D. 


Resident Psychiatrists 
Guy Lepvuc, M.D. Epwin L. Rasiner, M.D. 


ENRIQUE MARTINEZ, M.D. 


Research Consultant 


Psychologists 
Leatrice Styrt SCHACHT, M.A. 
MILDRED SHERWOOD LERNER, M.A. 


Morton F. Reiser, M.D., F.A.P.A. 


CONSULTANTS 
H. Gisp, M.D., F.A.C.S., Gynecology 

FRANK J. Massucco, M.D., F.A.C.S., Surgery 

ARNOLD J. RopMAN, M.D., F.C.C.P., Internal Medicine 
NATHANIEL J. SCHWARTZ, M.D., F.A.C.P., Internal Medicine 
IrnvinGc J GRALNICK, D.D.S., Dentistry 


ASSOCIATE PSYCHIATRISTS 
LEonarD C. FRANK, M.D. 


H. M.D. 


J. WILLIAM SILVERBERG, M.D. 


esthrook Sanatorium 


REX BLANKINSHIP, M.D., Medical Director 

JOHN R. SAUNDERS, M.D., Assistant 

ment procedures—electro shock, in- Medical Director 

sulin, psychotherapy, occupational THOMAS F. COATES, M.D., Associate 

JAMES K. HALL, JR., M.D., Associate 
and recreational therapy—for nervous 
CHARLES A. PEACHEER, JR., M.S., Clinical 
and mental disorders and problems of Psychologist ea 
addiction. 


R. H. CRYTZER, 


1dministrator 


Brochure of Literature and Views Sent On Request - P.O. Box 1514 - Phone 5-3245 


ate. 
| | 
Sytvia L. Gennis, M.D 
LEONARD GOLD, M.D., F.A.P.A. 
DanieEL L. GoLpsTeIn, M.D., F.A.P.A. | 
— 
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SIX COMPREHENSIVE PROGRAMS 


e Custodial Care 


© Observation and 


Education and Training, psychiatric Treatment 


HS Established 1888, The Training School at Vineland provides care 

and treatment for boys and girls 2 years or older with mental 
potential of 6 years. Complete professional staff. Electroencepha- 
lographic and neurological exams, individual psychiatric, psy- 
chological, physiological, and speech observations and therapies. 


The educational program aims at maximum development of each 
child. Training includes self-care; group living; formal classroom 
education; development of practical habits, attitudes and work 
skills. 
Children live in homelike cottages on 1600-acre estate. Hospital, 
school, chapel, lake, swimming pools, working farm. 


Research Laboratory famed for continuous study of causes, pre- 
vention and treatment of mental retardation. 


For information write: Box N, 


THE TRAINING SCHOOL AT VINELAND, NEW JERSEY 


ANNOUNCING 


THE BROWN 
SCHOOLS 
FOR EXCEPTIONAL CHILDREN 


The Brown Schools, operated since 1940, has facilities 
for the residential treatment of emotionally disturbed 
children and the training and education of exceptional 
children of all ages. Specialists on our staff in psychiatry, 
psychology, medicine, social work, speech pathology, and 
special education assure a well-rounded approach to the longevity improvements, and other additions and changes 
problems of the exceptional child. With seven different made to comply with the suggestions of an official test- 
units, located in Austin and San Marcos, Texas, it is pos- ing laboratory, and to secure its seal of approval. 


MODEL 109 
ELECTRONARCOSIS INSTRUMENT 


After the introduction of our model 108 in 1951, 
many minor, annual improvements were made in these 
instruments. 

Mode! 109, although essentially the same instrument, 
incorporating every improvement made during the long 
and successful history of the model 108, has desirable 


sible for each child to be placed in the group best suited 
to his age, ability, development and social adjustment. Each 
student’s program is fitted to his individual needs and abili- 
ties and includes the regular academic subjects as well as 
electives and vocational training where indicated. Ciasses 
are held on the grounds but use is also made of the local 
public schools. The children enjoy a full social and recrea- 
tional schedule with weekly parties, off-campus trips, and 
participation in regular Boy Scout and Giri Scout work. 
During the summer there is continued academic training 
given when indicated, combined with a camp recreational 
program. A friendly, informal atmosphere characterizes the 
student's life at school and each child is given individual 
attention and guidance to help him achieve a happy and 
useful life. 


FOR INFGRMATION WRITE 


Nova Lee Dearing, Registrar 
Post Office Box 4008, Austin, Texas 


We know of no other shock or electronarcosis instru- 
ment that carries an official seal of approval. We have 
searched the U.L. catalogs and made inquiry of other 
equivalent testing laboratories and have found none. 

Owners of our model 108 instruments may have these 
mode! 109 changes and additions made in our shop. A 
thirty-month guarantee is given on reworked instruments. 

We are filling current orders with model 109. No 
change in price. 


Electronicraft Corporation 


504 West Huntington Drive 
Arcadia, California 

Tel: Hillcrest 6-1003 

Cable address: Glissando 
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The BRETT SCHOOL 
DINGMANS FERRY, PENNSYLVANIA 


In the Foothills of the Poconos 


Intensive, highly individualized personal training for a 
small group of girls over five years of age. Carefully 
chosen staff. Special modern teaching techniques and pro- 
gram of therapeutic education. Varied handicrafts, cook- 
ing, nature study and field trips. Outdoor games, picnics 
and other activities. Comfortable, homelike atmosphere. 
Close cooperation with family physician. 70 miles from 
New York City. 


Telephone Dingmans Ferry 8138 References 


Directors: Frances M. King, formeriy Director of the Seguin School 
Catherine Allen Brett, M.A. 


—IMPORTANT— 


ARE DESIROUS 
NUMBERS: 


WE WILL 


WE 


OF OBTAINING 


COPIES OF THE FOLLOWING 


PAY $1.50 FOR THE FOLLOWING NUMBERS: 
Volume 1 to Volume 83 (all Numbers) 


WE WILL 


PAY $1.00 FOR THE FOLLOWING NUMBERS: 
Volume 90 Number 1 
Volume 91 Number 4 

Volume 93 Number 4 

Volume 94 Number 4 

Volume 95 Numbers 1 and 4 

Volume 99 Numbers 4, 5, and 6 

Volume 100 Numbers 2 - 4, and 5 
Volume 101 Numbers 1, 3, 4, 5, a 6 
Volume 103 Number 5 

Volume 104 Number 7 

Volume 106 Number 9 

Volume 110 Number 1 

Volume 111 Number 9 

Volume 113 Number 


SEND TO: 
DAVIES, 


AUSTIN M. 
AMERICAN JOURNAL OF PSYCHIATRY 
1270 Ave. of The Americas, 310 
New York 20, 
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SANITARIUMS and PRIVATE HOSPITALS 


Geo. Fleetwood 2-2131 


BALDPATE, INC. 


Georgetown, Mass. 


Located in the hills of Essex County, 30 miles north of Boston 


For the treatment of 
psychoneuroses, personality disorders, psychoses, alcoholism and drug addiction. 


Definitive psychotherapy, somatic therapies, pharmacotherapy, milieu-therapy under 
direction of trained occupational and recreational therapists. 
Georce M. SCHLOMER, M.D. 
Medical Director 


Harry C. SoL_omon, M.D. 
Consulting Psychiatrist 


THE EMORY JOHN BRADY HOSPITAL 


401 SOUTHGATE ROAD, COLORADO SPRINGS, COLORADO 
MElrose 4-8828 


For the care and treatment of Psychiatric disorders. 


Individual and Group Psychotherapy and Somatic Therapies. 
Occupational, diversional and outdoor activities. 
X-ray, Clinical Laboratory and Electroencephalography. 


-E. James Brapy, M.D., Medical Director 
C. F. Rice, Superintendent 
Francis A. O'DONNELL, M.D. 
Tuomas J. Hurtey, M.D. 


Georce E. Scott, M.D. 
RosBert W. Davis, M.D. 


BRIGHAM HALL HOSPITAL 
CANANDAIGUA, NEW YORK 
FOUNDED 1855 


Individual psychotherapy, occupational and recreational programs, shock 
therapy, selected cases of alcoholism and addiction accepted. 
Special consideration for Geriatric cases. 


HOWARD W. BERG, M.D., Medical Director 


CEDARCROFT SANITARIUM & HOSPITAL, INC. 


12,101 COLUMBIA PIKE, SILVER SPRING, MD. 
HEmlock 4-0200 


Nine miles from Washington, D. C.—JIn rural Maryland 
Dedicated to the Care of neuropsychiatric disorders requiring special supervision and guidance. 


Individual and group psychotherapy, occupational and activity therapy emphasized. All other 
accepted therapies are available. 


H. E. Andren, M. D. Member of N. A. P. P. H. 
Medical Director Accredited by Joint Commission on Accreditation of Hospitals 
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COMPTON SANITARIUM 
820 WEST COMPTON BOULEVARD 
COMPTON, CALIFORNIA 
and its Psychiatric Day Hospital facility 

BEVERLY DAY CENTER 


9256 Beverly Boulevard 
Beverly Hills, California 


High Standards of Psychiatric Treatment .... Serving the Los Angeles Area 


G. Burns, M.D. Heten Ristow Burns, M.D. 
Medical Director Assistant Medical Director 


FAIR OAKS 


Incorporated 
SUMMIT, NEW JERSEY 


A 70-BED MODERN, PSYCHIATRIC HOSPITAL FOR 
INTENSIVE TREATMENT AND MANAGEMENT OF 
PROBLEMS IN NEUROPSYCHIATRY 
20 MILES FROM NEW YORK CITY TELEPHONE CRestview 7-0143 


Oscar Rozett, M. D., THOMAS P. Prout, JR. 
Medical Director Administrator 


Established FALKIRK IN THE RAMAPOS 1889 
CENTRAL VALLEY, N. Y. 
TELEPHONE: HIGHLAND MILLS, NEW YORK, WABASH 8-2256 
A private hospital devoted to the individual care of psychiatric patients. 
Falkirk provides a twenty-four hour admission service for acute psychiatric prob- 
lems. Out-patient facilities are available for suitable cases. A continued treatment 
service is maintained. 


Members of the medical profession are invited to visit the hospital and inspect the 
available services. 


Located 2 miles north of the Harriman Exit N. Y. State Thruway 
50 miles from N. Y. C. 
T. W. NEUMANN, SR., M. D., PERCY E. RYBERG, M. D., T. W. NEUMANN, JR., M. D., 
Physician in Charge Clinical Director Physician in Charge 


THE HAVEN SANITARIUM INC. 
ROCHESTER, MICHIGAN 


M. O. Wo M.D. RaLpH S. GREEN, M.D. GRAHAM SHINNICK 
Director of Psychotherapy Clinical Director Manager 


A psychoanalytically-oriented hospital for the 
treatment of mental and emotional illnesses. 


Telephone: OLive 1-9441 
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RING SANATORIUM 


EIGHT MILES FROM BOSTON 
Founded 1879 
For the study, care, and treatment of emotional, mental, personality, and habit disorders. 
On a foundation of dynamic psychotherapy all other recognized therapies are used as 


indicated. 
Cottage accommodations meet varied individual needs. Limited facilities for the continued 


care of progressive disorders requiring medical, psychiatric, or neurological supervision. 
Full resident and associate staff. Courtesy privileges to qualified physicians. 
BENJAMIN SIMON, M. D., Director Cuarces E. Wuite, M.D., Assistant Director 


Arlington Heights, Massachusetts Mission 8-0081 
Fully Accredited by the APA and the Joint Commission on Accreditation of Hospitals 


RIVER CREST SANITARIUM 


NEW YORK CITY 

Founded 1896 
Modern Facilities for the individual care and treatment of nervous, mental, alcoholic and 
geriatric patients. All recognized therapies available according to the needs of the individual 


patient. 
Courtesy privileges to qualified physicians. American Hospital Association Member. 


Approved for residency training in psychiatry. 


Layman R. Harrison, M. D. Martin Dollin, M. D. Sandor Lorand, M.D. 
Medical Director Clinical Director Director of Psychotherapy 


Twenty Minutes from Mid-Manhattan 
AStoria 8-8442 


Astoria 5, New York 


Phone: WINDSOR HOSPITAL Established 
CHestnut 7-7346 A Non Profit Corporation 1898 


CHAGRIN FALLS, OHIO 
A hospital for the treatment of Psychiatric Disorders. Booklet available on request. 


Joun “I. Nicnots, M. D. G. PauLIne WELLS, R. N. HERBERT A. SIHLER, JR. 
M. ‘cal Director Administrative Director Secretary 


MEMBER: American Hospital Association - Central Neuropsychiatric Hospital 
Association - National Association of Private Psychiatric Hospitals 


Accredited: by the Joint Commission on Accreditation of Hospitals 


ENTER NEW SUBSCRIPTIONS AND RENEWALS ON THIS FORM 


AMERICAN JOURNAL OF PSYCHIATRY 
1270 AVENUE OF THE AMERICAS, Room 310 Date 
New York 20, New York 


Enclosed herewith is $ .......... for one year’s subscription to the AMERICAN JOURNAL 


OF PSYCHIATRY beginning with Volume . Number 


Subscription $12.00 a year or by the Volume. Foreign 
America Postage $.50 extra. New Volume begins July 1958 issue. 
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Over 100 investigators in 15 countries have clinically demonstrated 
that ‘“Mysoline’”—alone or in combination with other anticonvulsants 
— effectively controls grand mal and psychomotor attacks with a high 
degree of safety. No irreversible toxic effects have been reported. 
This is now supported by three years of successful clinical use in the 


United States. 


Supplied: 0.25 Gm. scored tablets, bottles of 100 and 1,000. 


AYERST LABORATORIES NEW YORK, N.Y. *¢© MONTREAL, CANADA 


““Mysoline” is available in the United States by 
arrangement with Imperial Chemical Industries Ltd. 
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DEVEREUX SERVES 


A full educational program, extending from kindergarten through the 
junior college level, is offered at Devereux for emotionally disturbed, 
as well as slow-learning children. 


Instruction is highly individualized and planned to take advantage 
of the specialized learning techniques which are most effective for 
these children. 


The curricula of the Devereux units include a solid academic program 
for college preparatory work; a vocational and commercial program; 
and programs of artisanship or craftsmanship, stressing the use of 
special tools and skills, either as preparation for admission to a 
vocational or trade school or as a means of attaining self-confidence 
and personality development. 


Professional inquiries should be addressed to John M. 
Barclay, Director of Development, Devereux Schools, 
Devon, Pennsylvania; western residents address Keith A. 
Seaton, Registrar, Devereux Schools in California, Santa 
Barbara, California. 


SCHOOLS 
COMMUNITIES 
THE DEVEREUX FOUNDATION | camps 

A nonprofit organization Founded 1912 TRAINING 
Santa Barbara, California Devon, Pennsylvania | researc 


Professional 
HELEN ‘ EREUX, Charles M. Campbell, Jr., M.D. 
Administrative Consultant Michael B. Dunn, Ph.D. 


EDWARD L. FRENCH, Pd.D., Fred E. Henry, $.T.D. 
Director ]. Clifford Scots, M.D. 
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